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Crysticillin 
Preparations 


Choice for Aqueous Procaine Penicillin Therapy 


Crysticillin 
Suspension 


Squibb 300,000 Units 
Procaine Penicillin G 


in Aqueous Suspension j . Crysticillin 
| 


i a Squibb 300,000 Units 
i / Procaine Penicillin G 
for Aqueous Injection 


Crysticillin I : 
Fortified Duomatic aie 


Squibb 300,000 Units Procaine 
Penicillin G in Aqueous Suspension 
plus 100,000 Units Buffered 
Crystalline Potassium Penicillin 
G in a Sterile, Two- 


Compartment Disposable Unit Crysticillin 
Suspension Unimatic’ 


Squibb 300,000 Units Procaine yp 
Penicillin G in Aqueous Suspension 
in the New, Sterile 
Unimatiec Disposable Unit — 
Ready to Use, Easy to Inject 


f 


/ / 
J 


” Crysticillin Fortified 


le A Squibb 300,000 Units } 
Procaine Penicillin G 
and 100,000 Units : 
Buffered Crystalline 
Potassium Penicillin G 
for Aqueous Injection 


a SQUIBB 


*CRYSTICILLIN’ (REG. U.S. PAT. OFP.), ‘UNIMATIC’ AND ‘OD 
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Urecholine® prevents or relieves the dis- 
tressing symptoms of postoperative ab- 
dominal distention or gastric retention 
in a large percentage of patients. Repro- 
ducing the effects of parasympathetic 
stimulation, Urecholine increases gastric 
tone and peristalsis and induces micturi- 


tion and defecation. 


Urecholine also has proved extremely 


useful in the prevention and/or relief of 





To prevent or relreve 


postoperative 
Abdominal Distention 
Gastric Retention 





postoperative urinary retention and in 
the treatment of chronic or functional 
retention. Complete symptomatic relief 
has been produced in selected cases of 
megacolon, 

Literature concerning Urecholine Chloride 

available on request. 

* * * 

SUPPLIED as 5 mg. tablets in bottles of 100 for 


oral use, and in cartons of six 1 cc. ampuls, 5 mg. 
per ce., for subcutaneous injection. 


URECHOLINE CHLORIDE 


(Bethanechol Chloride Merck) 
(Brand of Urethane of 8-Methylcholine Chloride) 





COUNCII a ACCEPTED 





Manufacturing Chemists 





In Canada: MERCK & CO. Limited 





January 1932 


MERCK & CO., INC. 


RAHWAY, NEW JERSEV 


Montreal 
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cane parentoral 
eS 
AN) control of edema... 
just one or two tablets daily— 
plus an 

occasional 
injection 











ORAL MERCURIAL DIURETIC 


To secure the greatest efficacy and all the advantages 
of Tablets MERCUHYDRIN with Ascorbic Acid, a three-week initial 
supply should be prescribed ...... 25 to 50 tablets. 


ds One or two tablets daily— morning or evening— preferably after meals. 
Bottles of 100 tablets. Each tablet contains meralluride 
60 mg. (equivalent to 19.5 mg. mercury) and ascorbic acid 100 mg. 


cs Z wet0 


2 . 
akeside . 
C aboratorvtés, INC.. MILWAUKEE 1. WISCONSIN 
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a successful Wew product in 


Pyromen initiates responses in the circulating 
leucocytes, in the reticulo-endothelial 
nila, and the endocrine systems. These responses 
em are generally the opposite to those 

initiated by the adrenocorticotropic hormone. 


Pyromen has a wide margin of safety 
and is proving to be increasingly useful in 





the treatment of many allergies and dermatoses, 
as well as certain ophthalmic disorders. 
Pyromen is supplied in 10 cc. vials 

containing 4 gamma (micrograms) per cc. and 


in 10 cc. vials containing 10 gamma per cc. 


For more complete information write ‘‘Pyromen” 
on your R, and mail to us 


Manufactured by 





TRAVENOL LABORATORIES, INC. 


Subsidiary of BAXTER LABORATORIES, INC. 
MORTON GROVE, ILLINOIS 


Pyrome 


2O5E SEE ENCE 

\NTRAVENOUS USE) 
Lo Ea 

an * mot 





se aca 














eA a ena 





Vol. 45 No. 1 





through i-n-t-e-r-r-u-p-t-e-d RUTOL therapy 
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Goodman and Gilman* stress the importance of assuring continuous 
response to nitrite medication by: (1) ‘Employing the smallest effec- 
tive dose to initiate therapy, so that...” (2) ‘“‘the dosage may be 
increased as tolerance develops”’ and (3) ‘cessation of administration 
of nitrites for several days’’ to reestablish “the original degree of 


susceptibility ...” 


RU TOG 


uggatled Rv Cyclic Regimen. 


/ One Rutol Tablet after each meal 
and at night, for 2 weeks. 





2 Two Rutol Tablets q.i.d., for 1 


week. 





Use alternate medication for two 
weeks, returning to Rutol as before. 


(Pitman-Moore Brand of Rutin, Phenobarbital 
and Mannitol Hexanitrate) 


—combines mannitol hexanitrate in suggested 
small dosage, 16 mg. ('4 gr.); phenobarbital, 8 mg. 
(1% gr.)—sufficient to be effective without danger 
of over-sedation; rutin, 10 mg. ('¢ gr. approx.) 
to help safeguard against eglibes fragility. 


PITMAN-MOORE COMPANY 


Pharmaceutical and Biological Chemists 
Division of Allied Laboratories, Inc. 
Indianapolis 6, Indiana 
*Goodman, L., and Gilman, A.: The Pharmacological 
Basis of Therapeutics, New York, The Macmillan Co., 1941. 
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“Orthoxine 


A product of 


Upjohn 








for medicine... 


nce upon 


an amine... 


“Chemo-surgery” was performed to dissect 
away cardiac, vasopressor, and psychomotor 


effects from desired bronchodilatation. 


More air for the asthmatic—with less penalty— 
was thus attained when Upjohn researchers 
created Orthoxine. For orally selective bron 
chodilatation and antispasmodic action with 
minimal pressor and ens side effects, clinical 
and experimental literature points to the new 


sympathomimetic amine ... 





HYDROCHLORIDE 


(BRAND OF METHOXYPHENAMINE) 
Bottles of 100 and 500 tablets 


Orthoxine Hydrochloride (100 mg.) Tablets con- 
tain beta-(ortho-methoxy phenyl)-isopropyl-methyl- 
amine hydrochloride . . . a bronchodilator and 


antispasmodic. 


* Trademark, Reg. U.S. Pat. Off. 


produced with care ... designed for health 


THE UPJOHN COMPANY, KALAMAZOO. MICHIGAN 
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Ca PLETE CONTROL OF COMMON DANDRUFF 

in 92 to 95 percent of cases . . . control of seborrheic 
} dermatitis of the scalp, including both mild and severe f 

conditions, in 81 to 87 percent of cases . . . this represents the 
i clinically proved effectiveness of SELSUN, Abbott's 
\ outstanding new selenium sulfide preparation—available 
| only on a physician’s prescription. 

SELSUN restores the scalp to a normal, healthy state, keeps it free 
of scales and excessive sebum for a period of one to four weeks 
after each application. Effective in many cases which have failed to 
respond to the commonly prescribed sulfur preparations. 

Itching and burning usually stop after two or three applications. 
Applied after washing the hair, SELSUN reaches all areas of the 


scalp, is simple and pleasant to use. Rinses out easily, leaving the 
scalp clean and odorless. Does not discolor the hair; 
leaves no greasy stains. Dispensed in 4-fluid- 


ounce bottles, at prescription pharmacies only. Obbestt 


SELSUN 


TRADE MARK 





(SELENIUM SULFIDE SUSPENSION, ABBOTT) 


NOTE: Federal law prohibits dispensing without prescription. 
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now available... 





| 


"ANTABUSE" | 


‘| 


...a@ “chemical fence” for the 


alcoholic 
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5129 
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Much has been written about ‘‘Antabuse.” Many alcoholics have 
long awaited its benefits. 
Now, after nearly three years of intensive clinical research, 
it is available for prescription use. 
“Antabuse” sets up a sensitizing effect to ethyl alcohol. It builds a ‘chemical 
| fence” around the alcoholic... helps him develop a resistance to his craving. 
Its high degree of efficacy is confirmed by extensive clinical evidence. 
“‘Antabuse” is safe therapy when properly administered. However, it should 
be employed only under close medical supervision. Complete descriptive 
literature is available and will be gladly furnished on request. 
‘*Antabuse” is identical with the material used by the original Danish 
investigators, and is supplied under license from Medicinalco, 
Copenhagen, Denmark. U. S. Pat. No. 2,567,814. 





en 





Tested in more than 100 clinics... 





by more than 800 qualified investigators... 





on more than 5,000 patients ...and covered by 
more than 200 laboratory and clinical reports. 


"ANTABUSE: 


... brand of specially prepared and highly purified tetraethyithiuram disulfide. 








Supplied in tablets of 0.5 Gm., bottles of 50 and 1,000. 


Ayerst, McKenna & Harrison Limited « New York, N. Y. + Montreal, Canada 
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All Children Can Benefit from 
this Protective Hot Drink at Breakfast 


In its widely distributed leaflet 
No. 268, “Eat a Good Breakfast,” 
the U. S. Dept. of Agriculture 
states: “Summer or winter, there's 
something hot, as a rule, in a 
good breakfast. ... Something hot 
is cheering and tones up the 
whole digestive route.” 












OVALTINE 


Se 
CARBOHYDRATE... . 
CALCIUM .... 
PHOSPHORUS 


Here are the nutrients that a cupful of hot Ovaltine, made of 
Y2 oz. of Ovaltine and 8 fi. oz. of whole milk,* provides: 


on, ST eee 


10.5 Gm. EASA Sire 4 mg. Re 2.3 mg. 

10.5 Gm. RE 654 arc sac Gi 02mg. VITAMINC........ 10 mg. 
aeGm. Wee... ie ss Meets. Wem ®........ 140 1.U. 
370mg. VITAMIN B;. . ‘ 0.39 mg. ES are 225 


315 mg. RIBOFLAVIN . 0.7 mg. *Based on average reported values for milk. 


The problem of encouraging children to eat an adequately pro- 
tective breakfast finds easier solution when Ovaltine in hot milk 
is recommended as a breakfast beverage. Many children clamor 
for a hot drink at the morning meal, and hot Ovaltine is the right 
kind of drink to recommend. 

A cup of hot Ovaltine makes an excellent contribution of virtually 
all essential nutrients, adding substantially to the nutritional start 
for the day. It also serves in a gustatory capacity by enhancing 
the appeal of breakfast and making other foods more inviting. 

The nutrient contribution made by a cup of Ovaltine is apparent 
from the table below. Note the wealth of essentials added to the 
nutritional intake by making the simple recommendation of adding 
a cup of hot Ovaltine to the child’s breakfast. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILLINOIS 
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Reasons for the clinical effectiveness of 
Furacin® include: a wide antibacterial 
. spectrum, including many gram-negative and 
O f sf l gram-positive organisms — effectiveness in the 
i A) a MC l 1g presence of wound exudates — lack of 
cytotoxicity: no interference with healing or 
Yves H lts phagocytosis — water-miscible vehicles which 
dissolve in exudates — low incidence of 
: sensitization: less than 5% — ability 
wath to minimize malodor of infected lesions — 


stability. 


|: HUYaACIN Furacin preparations contain Furacin 0.2% 
brand of nitrofurazone N.N.R. dissolved 
in water-miscible vehicles. 





for example: ae 


: } 
" 
IN SEVERE BURNS eee 


ur) 






68 year old patient 
suffered third degree 
burns of face, arms and 
torso. See illustration (1) 
i above. Fine-mesh gauze, 
impregnated with Furacin 
Soluble Dressing was THIS OccURS ITS US 
applied next to the burned AW ANERATURE AVAILABLE 0? 
surface—and covered with 


. P E> a aNtibactemay NLABLE TO OW 
pete | S SHON 4 
wet pressure dressings. ae 1 s ee 






cou BRAND OF FO one o 
SRR 9.2% wiTROFU ev i 
so 

> Dist. PENZTAN. 

ANE. e ora srsiciay sé SECO 
YARNING nis onus & wk Hout Lo yA 












Dressings were changed cA a 
daily. Illustration 2 shows patient, after skin 


grafting, 6 months later, 


Literature on request ee The 


NITROFURANS 


owt U, 
5 
7 A unique class of 
antimicrobials 


LABORATORIES, INC. 
NORWICH, NEW YORK 


FURACIN SOLUBLE DRESSING @ FURACIN SOLUTION @ FURACIN ANHYDROUS EAR SOLUTION 
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NON-SURGICAL TREATMENT 








pH 8 

7 ALKALINE 
TITRATION ACID 500 cc. of milk —* 
sb i TITRALAC 

, ell 

OF TITRALAC, 5 ae: cone tablet} 
MILK,AND sy 
ALUMINA ? | Numine type 
IN 50 cc. —— 
OF N/10 HCI 

1 






0 6 2 8B 


eneren or SCREMLEY LABORATORIES. HE nse ry ee we vee 


Gastroenterologists have long endorsed the use 
of milk, when practicable, for its ideal acid-con- 
verting power and buffering capacity.’»? In 
a recent comprehensive paper, Aaron’ and 
others* 5 ® express a preference for calcium 
carbonate as the antacid to be employed. 
TITRALAC, by combining proper proportions of 
purified calcium carbonate and the amino acid 
glycine, provides an acid-converting and buffer- 
ing effect practically equivalent to that of fresh 
milk, as shown in the above chart. Just 1 
TITRALAC tablet is equivalent to an 8-ounce 
glass of milk in antacid effect and provides 
quick and long-lasting relief from the distress- 
ing symptoms of hyperacidity. 

The very agreeable taste of soft-massed TITRALAC 
tablets, which is achieved without employing 
taste-disguising, acid-generating sugars in the 


Time in minutes 


OF PEPTIC ULCER 


a 


N/10 HCI 


30 36 42 48 54. sé 


ot IM. a « 


sa. 


formula, makes them as acceptable to patients 
as a mint after dinner. Prescribing TITRALAC 
eliminates the probability of unfavorable reac- 
tions often associated with the taking of me- 
tallic-tasting, astringent tablets or liquids, and 
ensures adherence to the prescribed dosage. 


SUPPLIED: TITRALAC Tablets — boxes of 40's, 
bottles of 100’s and 1000's. Also available as: 
TITRALAC Powder — jars of 4 oz., and TITRALAC 
Liquid — bottles of 8 fl. oz. 


REFERENCES 

1. Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
(1944). 2. Freezer, C. R. E.; Gibson, C. S., and Matthews, 
E.: Guy’s Hosp. Reports 78: 191 (1928). 3. Aaron, A. H.; 
Lipp, W. F., and Milch, E.: J. A. M. A. 139: 514 (Feb. 19) 
1949. 4. Kirsner, J. B., and Palmer, W. L.: Illinois M. J. 
94: 357 ( Dec.) 1948. 5. Kimball, S.: in Practice of Medicine 
(Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 
p. 210. 6. Special Article: M. Times 76: 10 ( Jan.) 1948. 


TITRALAC is a trademark of Schenley Laboratories, Inc. 
U. S. Patent No. 2,429,596 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., tawrencesurc, InDIANA 
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‘Roche’ 





antibacterial action plus bias 





— greater solubility 

Gantrisin is a sulfonamide so soluble thot 
there is no danger of renal blocking 
and no need for alkalinization. 








, higher blood level 
Gantrisin not only produces o higher 
blood level but also provides a 
wider antibacterial spectrum. 





. economy 


Gantrisin is far more economical thon 
antibiotics and triple sulfonamides. 








> less sensitization 


Gantrisin is a single drug—not o mixture 
of several sulfonamides—so that there is 
less likelihood of sensitization. 


GANTRISIN®-brand of sulfisoxozc'e 
(3,4-dimethy!-5-sulfanilomido-isoxozole) 


TABLETS © AMPULS © SYRUP 


HOPFMANN-LA ROCHE INC. 


Roche Park «¢ Nutley 10 + New Jersey 














Curb the overzealous appetite. 


Insure against nutritional deficiency 


caused by the restricted diet. 
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AM PLUS for more rapid, more 


effective and safer obesity treatment. 








dextro-amphetamine sulfate 
plus 8 vitamins and 11 minerals 











EACH CAPSULE CONTAINS 
DEXTRO-AMPHETAMINE SULFATE... 5 mg. 


Eo icsno sone oadaees 242 mg 
oa bn uh ee Bee 0.1 mg 
COPPER........... 1 mg 
SE rere 0.15 mg 
Moe cee Oe 
MANGAMESE................... O33 me. 
MOLYBDENUM..... pian as eee 
PRESEN. oon ceectceceuesedans oc 2 mg 
oo a re 187 mg 
| 1.7 mg 
sop SSP ee tore 0.4 mg 
pi re 5000 U.S.P. Units 
iat cicaccace 400 U.S.P. Units 
THIAMINE HYDROCHLORIDE........ 2 mg. 
ots, EEE TOTES 2 mg. 
PYRIDOXINE HYDROCHLORIDE.... 0.5 mg. 
| 20 mg. 
ASCORBIC ACID. ...............5.. 37.5 mg. 
CALCIUM PANTOTHENATE......... 3 mg. 


Available at all Pharmacies 





J. B. ROERIG AND COMPANY, CHICAGO II, ILL. 
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Rise in shin temperature of toes in 15 patients after single administration of Priscoline 











A comparative study proves 


Priscoline 


‘Most consistent and effective vasodilator’’ 





Priscoline, alcohol, ether and another vaso- 
dilator were each administered intravenously 
in single therapeutic doses to a group of 
patients suffering from peripheral arterial 
insufficiency. 

The rise in skin temperature of the toes— 
indicating increased circulation in the ex- 
tremities—was greatest in all cases after the 
administration of Priscoline. 


Scores of clinical reports tell of the use of 
Priscoline both orally and parenterally in the 
successful treatment of peripheral vascular 
diseases. 

Priscoline® (benzazoline) is available as 
tablets containing 25 mg., as elixir containing 
25 mg. per 4 cc. and in 10 cc. multiple dose 
vials containing 25 mg. per cc. 2/t6s9m 


1. Ready, W J.: J. of Lab. & Clin. Med. 37:365 (March) 1951. 


Ciba PHARMACEUTICAL PRODUCTS, INC., SUMMIT, N. J. 
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completely 
amenable 


to cure’ 


“Vitamin deficiency diseases . . . 
with the exception of a few extreme instances are 
completely amenable to cure.”’* 


When a vitamin deficiency state exists —as may 
be the case in old age, with restricted diets, 
during convalescence, certain chronic illnesses, 
pregnancy — intensive vitamin therapy 

may be effectively instituted with 


PLURAXIN’ 


SPECIAL THERAPEUTIC FORMULA 


High Potency Multiple Vitamin Capsules: 
Vitamin A .... . . . . . 25,000 units 
Vitamin B, (thiamine). . . . . . . 15 mg. 
Vitamin B, (riboflavin) . . . . . . 10 
, ’ Vitamin B, (pyridoxine). . . . . . 2 
Avoilable in Calcium pantothenate 10 
ttles of 30 and 100 les. ae it i ei 

on == eee eee. 
*Wilbur, D. L.: Principles in the Vitamin C (ascorbic acid) . . . . . 150 
Use of Vitamins in Treatment: |. Vita- , . z ‘ 
min Deficiency Diseases. Gastro- Vitamin D2 (calciferol) . . . . . . 1,000 units 
enterology, 1:179, Feb., 1943. One or two capsules of PLURAXIN daily usually suffice. 


New Yorn, N.Y. Winsor, Ont. 





PLURAXIN, trademark reg. U. S. & Canada e 











A cough medication— 


‘significantly superior’ 


Carefully controlled tests on 52 institutionalized 
patients have led to the conclusion! that “in all 
important categories, the glycerol guaiacolate 
preparation (Robitussin) was significantly superior” 
to the recognized remedies ammonium chloride and 
terpin hydrate. 

Robitussin ‘Robins’ employs not only glyceryl 
guaiacolate— shown to have maximum effectiveness 
for increasing respiratory tract secretions? and reducing 
coughing spells’ — but also desoxyephedrine 
hydrochloride, for relieving bronchiolar constriction‘ 
and improving the patient’s mood.’ An exceptionally 
palatable syrup, for both adults and children. 
REFERENCES: 1. American Practitioner and Digest of Treatment, 
2:844, 1951. 2. J. Pharmacol. & Exper, Therapy, 87:24, 1946. 


3. Ibid, 73:65, 1941. 4; J. Pharmacol. 77:324, 1943. $. J. Lab. & 
Clin. Med., 28:603, 1943. 


A. H. ROBINS CO., INC, « RICHMOND 20, VA. 


Robitussin & 
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LOTION 


A SINGLE APPLICATION USUALLY SUFFICES IN 


SCABIES AND PEDICULOSIS 


The dependable efficacy of Kwell Lotion as a scabicide 
and pediculicide makes possible, in most patients, com- 
plete eradication of either scabies or pediculosis by means 
of a single application. Kwell Lotion is non-irritant and 
does not lead to secondary dermatitis or skin irritation, 
even when applied to the skin of children or in the pres- 
ence of secondary infection. 
Kwell Lotion contains one per cent gamma benzene 


hexachloride incorporated in a water-miscible, greaseless 





and stainless lotion vehicle. Pleasantly scented, it offers 


the utmost in convenience and patient acceptability. 





Available in 2 ounce and 1 pint bottles on prescription 


at all pharmacies. 





KWELL OINTMENT CSC Fluamaceiicats 


Kwell Ointment offers the therapeutic virtues A DIVISION OF COMMERCIAL SOLVENTS CORPORATION, 17 EAST 42"° STREET, NEW YORK 17, N.Y. 


of Kwell Lotion in a pleasantly scented vanish- 
ing cream base. It is useful especially in the 
treatment of scabies in younger children where 
prolonged skin contact must be maintained. 
Supplied in 2 ounce and 1 Ib. jars. 








in functional! 
: © B® distress 


though findings are negative, patients remain positive of their many symp- 
toms — belching, flatulence, nausea. indigestion and constipation. 


prompt and effective relief 


can be given most of these patients by prescribing Decholin Belladonna for 
alleviating spasm and stimulating liver function. 


DECHOLIN with BELLADONNA 


reliable spasmolysis 


The belladonna component of Decholin, Belladonna effectively relieves 
pain due to spasm and incoordinate peristalsis, and facilitates biliary and 
pancreatic drainage through relaxation of the sphincter of Oddi. 


4 
improved liver function 
] . . . - . 
Dehydrocholic acid (Decholin), the most powerful /iydrocholeretic known, 
increases bile flow, flushes the biliary tract with thin fluid bile and provides 
mild laxation without catharsis. 
DOSAGE 
7 One or, if necessary, two Decholin Belladonna Tab- 
lets three times daily. 
COMPOSITION 
Each tablet of Decholin, Belladonna contains Decholin 
(brand of dehydrocholic acid) 354 gr., and ext. of 
belladonna, '/¢ gr. (equivalent to tincture of bella- 
. donna, 7 minims). Bottles of 100. 
j DB-1 
AMES comPANY. INC - ELKHART. INDIANA 
y Ames Company of Canada, Ltd., Toronto 
' 
he 
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Possessing a definite hydrocholeretic action 


KETOCHOL’ 


> Stimulates hepatic function thereby 
increasing the flow of bile 


> Promotes biliary tract drainage, and 
> Alleviates gallbladder stasis— 


the desired purposes of gallbladder therapy. 


KETOCHOL-~ the 4 bile acids normally found in bile in 
oxidized (Keto) form. 


SEARLE RESEARCH IN THE SERVICE OF MEDICINE 
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**"..much higher hemoglobin 
xolale=valiaenie)ammel am csi das Pera 


mol-iron 


Jenized ferrous sulfate, is the most 
ron therapy known." 

The routine administration of supplemental 

amounts of molybdenized ferrous sulfate for 

the last trimester produces ‘...a much higher 

hemoglobin concentration at term than in... 


control patients.” 


Capsules 





For nutritionally complicated iron de- 
ficiency states 


mol-iron 


with Liver and Vitamins 





—provides generous amounts of elemental iron 
and dried whole liver; all essential B vitamins, 
including B,,.. Capsules, bottles of 100. 

Also available: Mol-Iron Tablets, Mol-Iron Lig- 
uid, Mol-Iron Drops. White Laboratories, Inc., 
Kenilworth, N. J. 


1. Dieckmann. W. J., et al.: Am. 
J. Obstet. & Gynecol. 59:442, /7 


| j 

/ 1950. a Bees 

Poa | HARAES 
*Full bibliography available upon 


request, 
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DOXYCHOL-K. 


TRADEMARK 


DOXYCHOL-AS 


TRADEMARK 


Write Dept. 25m for literature 


BREON 


se 





+ 


ce fe ©. <—- 


The Right 


Combinations in 


BILE ACID THERAPY 


Optimum purity of DOXYCHOL-K and DOXY- 
CHOL-AS enables the physician to obtain pre- 
dictable end results in bile acid therapy. 


Both products represent truly therapeutic formu- 
lae, since the ingredients of each exert specific 
action, and are present in full therapeutic 
amounts. 


DOXYCHOL-AS is indicated where initial treat- 
ment requires hepatic stimulation, plus spasmoly- 
sis and sedation. 


DOXYCHOL-K is ideal for continuation therapy 
over prolonged periods. It contains no antispas- 
modic nor sedative, but provides the same quan- 
tities of unconjugated bile acids with identical 
hydrocholeretic effect. 


Each tablet contains: Ketocholanic acids, 3 gr. (derived from 
oxidized pure cholic acid, and containing approximately 90% 





dehydrocholic acid); Desoxycholic acid, 1 gr. 


Each tablet contains: Phenobarbital, 1/8 gr. (Warning: May be 
habit forming); Atropine Sulfate, 1/400 gr.; Hyoscyamine Hy- 
drobromide, 1/400 gr.; Desoxycholic Acid, 1 gr.; Ketocholanic 
Acids, 3 gr. (derived from oxidized pure cholic acid, and con- 
taining approximately 90% Dehydrocholic Acid). 


Both products available in bottles of 100, 500 and 1000 tablets. 


George A. Breon «. Company 
Manufacturing Pharmaceutical Chemists 
1450 BROADWAY NEW YORK 18, N. Y. 


21 
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oth-muscle spasm--- 


© overcome smo 


t 








TRADEMARK 


@ Provides the recognized sedative action of phenobarbital 
complementing 
@ the antispasmodic effect of belladonna alkaloids 


Four dosage forms adi fer individualized therapy 


Po ae RES © pe 
Sir oe et ‘Supplied 
ete 


sg oe eee 
t ie tablet 


S Capsules : if ® * 





Literature and samples on request. 


ch EFFECTIVE... SAFE...SPASMOLYSIS AND SEDATION 


CHARLES C. HASKELL & CO., INC. 


RICHMOND, VIRGINIA 


"Trademark of Charles C. Haskell & Co., Inc. 
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hormones 
by the 


buccal route Optimal utilization with minimal dosage 


Effectiveness approximating parenteral therapy 
Convenience of administration 
Economy — cost per milligram 


BUCCAL TABLETS 


» CORTATE® 

¢ Buccal Tablets: 2 mg. 
Desoxycorticosterone 
Acetate U.S.P. 


- ORETON’ 
¥ Buccal Tablets: 2.5, 
5 or 10 mg. Testosterone 
Propionate U.S.P. 


ORETON-M’ 
Buccal Tablets: 10 mg. 
Methyltestosterone U.S.P. 


PROGYNON’® 


Buccal Tablets: 0.125 or 
0.25 mg. Estradiol U.S.P. 


PROLUTON’ 
Buccal Tablets: 10 mg. 
Progesterone U.S.P. 





All Schering hormones 

F available in Buccal Tablets 
are dissolved in PoLYHYDROL.® 
a unique solid solvent base. 


<€ scheting CORPORATION + BLOOMFIELD, N. J. 
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ACTHAR G24 LONG-ACTING 


ACTHAR Gel—the new LONG-ACTING repository preparation— 


simplifies ACTH therapy comparable to the management of dia- 





betes with long-acting insulin. Home or office treatments become 
readily applicable with substantial economy to the patient. Greatly pro- 
longed therapeutic action and convenience of administration are distinct 


advantages of ACTHAR Gel. 


Recent clinical studies have firmly established the recommended dosage 
of ACTHAR Gel. Established dosage for optimum therapeutic effects is 


important in the everyday use of ACTH in your practice. 


Indications: Rheumatoid arthritis, rheumatic fever, acute lupus erythema- 
tosus, drug sensitivities, severe bronchial asthma, contact dermatitis, most 
acute inflammatory diseases of the eye, acute pemphigus, exfoliative der- 
matitis, ulcerative colitis, acute gouty arthritis, secondary adrenal cortical 
hypofunction. Supplied: 5 cc. multiple dose vial containing 20 I1.U. per 


cc., and 5 cc. multiple dose vial containing 40 I.U. per cc. 


*THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE (A.C.T.H.) 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


world-wide Lependabilhty 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 







® 
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A MUST in Lvery 


Limergency Lag 


) 


Soliton 


—VERILOID 





INTRAVENOUS 


..... Lor Llypertensive Crises 


Veriloid Intravenous Solution is an important new emergency 
drug. For the first time it makes available a purified fraction of 
Veratrum viride which can be given by vein. This powerful hypo- 
tensive agent is capable of dropping the blood pressure to de- 
sired or indicated levels within a matter of minutes in a vast 
majority of patients. It makes possible immediate control of the 
arterial tension in the conditions in which a continued hyper- 
tensive state could readily lead to serious complications or even 
to death. Thus it finds valuable application in the emergency 
treatment of hypertensive states accompanying cerebral vascular 
disease, malignant hypertension, and hypertensive crisis (en- 
cephalopathy). 

After a satisfactory drop in tension has been achieved, the 
blood pressure can be controlled subsequently by the adminis- 
tration of suitable oral medication. 

The dosage of Veriloid Intravenous Solution must be carefully 
calculated, and the injection must be given slowly. The leaflet 
which accompanies the ampules contains comprehensive infor- 
mation on dosage and administration and should be read care- 
fully before therapy is initiated. Veriloid Intravenous Solution, 
0.4 mg. of Veriloid standard reference powder per cc., is supplied 
in 5 cc. and 20 cc. ampules. Detailed literature is available to 
physicians on request. 

*Trade-Mark of Riker Laboratories, Inc. 


RIKER LABORATORIES, INC., 8480 Beverly Boulevard, Los Angeles 48, California 
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PENICILLIN COMPOUND 





READY TO USE 
BY ORAL ROUTE— 


No need to prepare suspension 





STABLE FOR 18 MONTHS 


at ordinary room temperatures 
. no refrigeration required 


VERY PALATABLE 


no penicillin taste 





DEMONSTRABLE 
BLOOD LEVELS 


readily secured and maintained 


SUPPLIED: Bottles of 2 fl. ozs. 


BICILLIN differs from other penicillin salts in that it 
contains 2 moles of penicillin to 1 mole of base. 


In clinical effectiveness, it compares favorably with all 
forms of oral penicillin therapy.'** No side effects have 
been observed. 


ORAL SUSPENSION 


1. Welch, H., and Putman, L.E.: 


Personal communication oe 
2. Lepper, M.H., and Dowling, 

H. x To be published 
3. Preston, E., and Coriell, L.F.: 

Personal communication 


BENZETHAC I 


DIBENZYLETHYLENEDIAMINE DIPENICILLIN G WYETH 





Wyeth Wyeth Incorporated, Philadelphia 2, Pa. 








\S 





*Trademark 


2) 
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The Gentarth formula constitutes a new, direct 


approach for relief of pain and reduction of 


swelling and joint inflammation in rheumatoid 
arthritis. Gentarth is non-hormonal in action. 

Sodium gentisate has been found to produce 
favorable results in both rheumatoid arthritis 
and acute rheumatic fever,? possibly because 
of its inhibiting effect on the hyaluronidase in 
synovial cavities.’ Inclusion of salicylate, as 
in the Gentarth formula, provides additional anal- 
gesic action and enhances effectiveness. 

Gentarth tablets also contain succinic acid to 
protect against increase in prothrombin time— 
a necessary precaution in prolonged salicylate 
therapy. 


Serving the medical profession for nearly a third of a century 


SOUTHERN MEDICAL JOURNAL 





Each tablet contains: 





January 1952 








Sodium Gentisate . 100 mg. 
Raysal eee 5 325 mg. 
(representing 43% Salicylic Acid and 
3% lodine in a Calcium-Sodium 
Phosphate buffer salt combination) 
Succinic Acid 130 mg. 











Dosage: 2 to 4 tablets 3 or 4 times daily (after 
meals and before bedtime). 


Supplied in bottles of 100, 500 and 1,000. 
Available through all ethical pharmacies. 


~ 


. Boyd, L.J., Lombardi, A.A., and Svigals, C.: New York Med. 
College Bull., 13:91, 1950. 

. Meyer, K. and Ragan, C.: Mod. Concepts of Card. Disp., 17:2, 1948. 

. Quick, A.J.: J. Biol. Chem., 101:475, 1933. 

. Guerra, J.: J. Pharm. Exper. Ther., 87:1943, 1946. 


mm & WS 


PHARMACAL COMPANY Pharmaceutical Manufacturers 
Jasper and Willard Streets, Philadelphia 34, Pa. 


nestor 
the Anthritic. patil 





Tablets 





ty 


pain-free activity 


“The best results were obtained in patients . . . 


treated with sodium gentisate and salicylate’! 


ENTARTH 


The original preparation containing sodium gentisate, 
an inhibitor of the spreading factor enzyme, hyaluronidase 
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for effective cough therapy 


Hycodan’.... 


(Dihydrocodeinone Bitartrate) 


Three forms available: Oral Tablets (5 mg. per tablet), 
Syrup (5 mg. per teaspoonful), Powder (for compounding). 
May be habit forming; narcotic blank required. 


Average adult dose 5 mg. Literature on request. 


indo 


Endo Products Inc., Richmond Hill 18, N.Y. 
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NEW tasty 


high potency 





convenient 





ry 7 CRYSTALLINE 


erramycin 


250 mg. of pure Crystalline Terramycin per 


teaspoonful (5 ec.). Supplied in a combination 
package consisting of a vial containing 
1.5 Gm. Crystalline Terramycin ...and a bottle 


containing | fl.oz. of flavored diluent. 


e 
ANTIBIOTIC DIVISION + CHAS. PFIZER & CO., INC. Pfizer 
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For all patients, young and old, 
who prefer effective 


broad-spectrum therapy 


rey ie3) | 


suspension 





Delicious raspberry-flavored preparation 
made possible by the unique physical 
properties of well-tolerated Terramycin— 
for prompt, effective and palatable 


therapy of a wide range of infections. 


world’s largest producer of antibiotics 
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frozen 


eitrus 





CITRUS JUICE ASSAY 
Long welcomed in home and institutional kitchens 

for its convenience, economy and flavor—frozen 

citrus is now acknowledged the “nutritive equal” of 
fresh. The Council on Foods and Nutrition of the 
American Medical Association has declared* that— 
under modern processing methods—approximately 

98 percent of the vitamin C content can be retained 

in the frozen concentrated juice. And, when properly 
stored (below its freezing point), there is practically no 
loss of vitamin C. Frozen citrus can thus be confidently 
recommended for diets at all ages, including infancy. 
*].AM.A. 146:35, 1951. 

FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 


FLORIDA. Gus 


ORANGES * GRAPEFRUIT + TANG INES 
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Pregnancy ~ 
lactation CAPSULES 


PATIENT-ACCEPTANCE assured because the color- 
ful two-tone, easy-to-swallow capsules, plus 
the dry powder “fill”, make PRECALCIN con- 
tinuously agreeable to all patients. There is no 
fish-oil aftertaste. 


DOSAGE: 1 PRECALCIN Capsule three times 
daily, or more as prescribed. 


AVAILABLE: Bottles of 100, 500, and 1,000 
capsules. 


Each capsule contains: 


Dicalcium Phosphate (Anhydrous).........- 0.45 Gm 
i I oi slacknnsGsnscdescsenes 0.15 Gm. 
WI ii nsec ncnncsevecs 2,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol)..... 400 U.S.P. Units 
Thiamine Hydrochloride... .......+0-+005 3.00 mg. 
cc cdccccccscesccssceccesceus 2.00 mg 
Riss 5 hone etaensxndadaee 10.00 \ng. 
Pe Peck achtecevecninnsdousess 30.00 ‘mg. 
Ferrous Gluconate......eeeeeeceseeecess 45.00 mg. 
“Fluorine content. ...ssecccccceseseceses 0.07 mg. 






gy AN 
- oe 5 t. = 





VITAMIN PRODUCTS, INC. Mount Vernon, N. Y. 
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*rOLSEROK" 


(REG. U.S. Pat 






TRADEMARE OF E. ®. SQUIBB & SONT 
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in rheumatic disorders... 


\ 


‘Tolserol 


Squibb 3-0-toloxy-1,2-propanediol 


relieves stiffness and discomfort 


permits increased range of motion 


Oral dosage in rheumatic disorders and allied conditions: 


Initial dose is 1.5 to 2.0 Gm. or more, depending on the weight 
of the patient. ‘To be followed by 0.5 to 0.75 Gm. every three 
hours as long as discomfort continues. 


Tolserol should be given after meals. If given between meals, 
the patient should drink Y, glass of milk or fruit juice before 
taking Tolserol. This is desirable because the administration 
of large doses when the stomach is empty has caused some 
weakness, giddiness, syncope, or gastric distress in a few pa- 
tients. Some clinicians, however, prefer to give Tolserol when 
the stomach is empty in order to obtain a rapid effect; in such 
cases, the patient should be under observation. 


Supplied: Tablets, 0.5 Gm. and 0.25.Gm., bottles of 100 and 
1,000; Capsules, 0.25 Gm., bottles of 100 and 1,000; Elixir, 0.1 
Gm. per cc., pint bottles; Intravenous Solution, 2%, 50 cc. and 
100 cc. ampuls. 


SQUIBB 
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normal 


for the 


To keep arterial pressure 

at safe levels, conservative 
medical management demands 

a multiple approach---vasodila- 
tion, mild diuresis and sedation. 
and as a prophylactic measure, 
maintenance of capillary integrity 


with Rutin and Ascorbic Acid 


The Semhytén formula is designec 


for this logical. multiple approach 
sS I 


~ Semhvten 


SE Massengill \ 


MLO ass eer Uae blcae lative hw lil ic) oul slatsce) Ma Nan 
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Ty 


RELIEF 


Bellaspro brings prompt and effective 
relief from the common aches and -algias 
... turning what might have been a 
wasted, pain-ridden day into one of com- 
fort and accomplishment. 


For relief of headaches, dysmenorrhea, 
neuralgia, myalgia, sciatica, lumbago: 


BELLASPRO® 


Belladonna Alkaloids 0.0714 mg. 
Equivalent in alkaloid content 
to3.8 minims Belladonna Tincture 


Caffeine % gr 
Acetophenetidin 2 gr. 
Acid Acetylsalicylic 31% gr. 


Supplied in bottles of 100, 500 & 1000 tablets 


BELLASPRO® with Codeine* 

No. 1 with 1% gr. codeine phosphate 

No. 2 with 14 gr. codeine phosphate 

Supplied in bottles of 100 and 500 tablets 
*Narcotic order form required 


Rationally formulated for rapid relief of pain 


VANPELT & BROWN, INC. ¢ Pharmaceutical Chemists e RICHMOND, VIRGINIA 
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pains 


of angina pectoris 









and other vascular Spasms are 


preventable 


with 


PAVERIL PHOSPHATE 


(DIOXYLINE PHOSPHATE, 





LILLY) 


Useful both as a vasodilator and as an 
antispasmodic, ‘Paveril Phosphate’ 
(Dioxyline Phosphate, Lilly) is espe- 
cially valuable in the control of angina 
pectoris, coronary occlusion, and periph- 
eral or pulmonary embolism. ‘Paveril 
Phosphate’ has even a wider margin of 
safety and still greater freedom from 
side-effects than papaverine, which it 
resembles therapeutically. Furthermore, 
since it does not cause addiction and is 
not a constituent of opium, this useful 
synthetic may be obtained conveniently 
without the bother of narcotic forms. 
Supplied in tablets, 1 1/2 grains (0.1 
Gm.) and 3 grains (0.2 Gm.). 

Detailed information and literature on ‘Paveril 
Phosphate’ are personally supplied by your Lilly 


medical service representative or may be obtained 
by writing to 


EL! LILLY AND COMPANY - Indianapolis 6, Indiana, U.S.A. 
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IN 
VAGINAL 
AND 


CERVICAL 


SURGERY 









Furacin Vaginal Suppositories contain 
Furacin 0.2%, brand of nitrofurazone 
N.N.R. in a base which is self-emulsi- 
fying in vaginal fluids and which clings 
tenaciously to the mucosa. Each sup- 
pository is hermetically sealed in foil 
which is leak-proof even in hot weather. 
They are stable and simple to use. 

These suppositories are indicated for 
bacterial cervicitis and vaginitis, pre- 
and postoperatively in cervical and 
vaginal surgery. 


Literature on request 





Furacin Vaginal Suppositories are 
being used preoperatively to eradicate 
accessible bacterial infections of the 
cervix and vagina. 

Postoperatively, following hysterectomy 
or conization of the cervix, their use 
facilitates primary healing by controlling 
the surface infection. Likewise, they 

can decrease greatly the slough, 
drainage and malodor. 


Furacin is stable at body temperature 
—remains effective in the presence 

of exudates—is bactericidal to a 
wide variety of gram-negative and 
gram-positive pathogens. 


Furacin® Vaginal 
Su ppositories 


TO DECREASE DRAINAGE 
TO MINIMIZE MALODOR 
TO FACILITATE HEALING 





NITROFURANS 


CHM ne 


SOR VICH, a2 Vee & 


A unique class of 
antimicrobials 
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Intestinal Bacteriostat 





edication 
reduces 
risk of 
Peritonitis 








Improved surgical technics have lowered the risk of peritonitis greatly; 
preoperative administration of SULFASUXIDINE® reduces it even further; and postoperative use 
of this highly efficient bacteriostat speeds and simplifies convalescence. 


SPEEDS CONVALESCENCE 


Description: Relatively nontoxic; 
sparingly absorbed into blood; rapidly 
excreted by kidneys. Maintains high 
bacteriostatic concentration in bowel. 
Indications: (1) Before intestinal 
surgery. to minimize risk of peritoni- 
tis; afterward, to speed and simplify 
recovery. (2) Ulcerative colitis. (3) 
Bacillary dysentery, acute or chronic, 


including carrier state. (4) Combats 


urinary tract infections due to E. coli, 
by lowering enteric bacterial reservoir. 
Dosage: Initial, 0.25 Gm. per kilo- 
gram of body weight; maintenance, 
0.25 Gm. per kilogram per day, 6 
equal doses, 4-hour intervals. Sup- 
plied in 0.5 Gm. tablets, bottles of 
100, 500, 1,000, and (oral) powder, 
V4 and 1 Ib. bottles. 

Sharp & Dohme, Philadelphia 1, Pa. 


SULFASUXIDINE 


succinylsulfathiazole 
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Soaks 





ptoneer resin therapy 


RESINAT—the ANION exchange resin. Inhibits pepsin. 
Normalizes hydrochloric acid. Adsorbs acid in the stomach, releases 


harmlessly in the alkaline small intestine. Indicated in PEPTIC ULCER. 





NATRINIL—the CATION exchange resin. For sodium withdrawal. Indica 
in CONGESTIVE HEART FAILURE, EDEMATOUS STATES, HYPERTENSIO 








™ 





eleases 


ER. 


Indicat 


ENSIO! 
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In diarrhea, and the nausea of pregnancy — 


RESION is indicated wherever diarrhea, food poisoning or a generalized 
state of gastrointestinal toxicity exists.'-* It is a valuable adjuvant in the 
treatment of these disorders. It is also of definite benefit in gastroenteritis, 
flatulence,’ mucous colitis, infantile diarrhea * and in the management of 
the nausea and vomiting of pregnancy.* 


RESION is on extremely palatable suspension of special insoluble adsorbent 
ingredients and is specifically designed to take up and remove from the in- 
testinal tract, toxic compounds. The effect is one of selective adsorption and 
electrochemical attraction. 


RESION adsorbs and inhibits the action of many of the products of putre- 
faction in the intestinal tract and removes substances of endogenous bac- 


terial origin, as toxins.’ 2 > ¢ 
RESION’S individual constituents exert a mutually additive action:—* 7 


Polyamine methylene resin adsorbs toxic bacterial metabolites, such as 
indole and skatole, and also guanidine, histamine and tyramine. 


Sodium aluminum silicate adsorbs the toxic amines—tyramine, cadaverine, 
histamine; putrescine, guanidine, also indole and skatole. It inhibits the ac- 
tion of lysozyme.’ 





Magnesium aluminum silicate adsorbs lysozyme,’ 5 *7 cadaverine and 
other amines resulting from putrefactive processes. 





How supplied: RESION is; supplied in a palatable vehicle: 
Bottles of 4 and 12 ounces. 


RESION 


1 Rollins, C. T., to be published. 

2 Joslin, C. L.;: Del. St. Med. J. 25:35, 1950. 

3 Quintos, F. N.: Philippine J. of Med. 26:155, 1950. 

4 Fitzpatrick, V. P.; Hunter, R. E., and Brambel, C. E.; Am. J. Diges. Dis. 18:340, 1951. 
5 Meyer, K.; Prudden, J. F.; Lehman, W. L. and Steinberg, A.: Am. J. Med. 5:482, 1948, 
6 Martin, G. J.: Am. J. Diges. Dis. 18:16, 1951. 
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hypertension 


Sympathectomy patients “have done extreme- 
ly well” on thiocyanate therapy as shown by 


new studies 


1. DAVIS, L., ET AL.: 


Samples and reprints upon request. 


The TILDEN Company 
New Lebanon, N. Y. St. Louis 3. Mo. 


OVER 125 YEARS OF FAITHFUL SERV- 
ICE TO THE MEDICAL PROFESSION ... 
BY THE OLDEST MANUFACTURING 
PHARMACEUTICAL HOUSE IN AMER- 


ANNALS OF SURGERY 133:867, 1951. 
2. DAVIS, L.: POSTGRADUATE MED. 9:321, 1951. 


Vv 


Extensive new studies!, 2 demonstrate conclusively that sympathectomy for relief from 
hypertension is an “effective treatment” which favorably alters blood pressure levels 
and the clinical course of the disease. Patients previously resistant to sulfocyanate 
therapy “have done extremely well when operated on and given thiocyanates.” 

in the treatment of hypertension in general “the thiocyanates have been the best and 
most effective drug when properly employed,’? reducing pressure levels substantially 
in a satisfactory number of patients. 
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thiocyanate therapy at its best 


All the hypotensive efficacy of the Sulfocyanates (Thiocyanates) are available in 
HAIMASED in the first and finest Sulfocyanate liquid made in the United States. 
HAIMASED is stable, palatable, easy to take, sugar-free. 


Each 100 ce. of HAIMASED 
represents 4.4 Grams (20 grains 
to the fluid ounce) of Sodium 
Sulfocyanate. 
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To improve and strengthen the action of the failing 
heart through dilating the coronary arteries and to 
reduce the energy requirements of the heart by mild 
sedation, are widely desired treatment aims. A great 
host of physicians recognize theobromine and the 
sedative, phenobarbital, as admirably suited to 
these requirements. 


Abundant evidence exists that theobromine dilates 
the coronary arteries. Theobromine also provides 
safe myocardial stimulation and diuresis. TCS offers 
the excellent theobromine salicylate, highly efficient 
because of its extremely high intestinal solubility and 
absorbability, and uniformly well tolerated because 
of calcium salicylate, which reduces the gastric 
solubility of theobromine salicylate. 


DOSAGE: One to two tablets 3 to 4 times daily. Reduce with 
improvement. 


SUPPLY: In bottles of 50 and 250 tablets. Each TCS Tablet 
pplies 6 gr. theok ine salicylate, 1 gr. calcium salicylate and 
\% gr. phenobarbital. 





WILLIAM P. POYTHRESS & CO., INC., RICHMOND, VA. 
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Before surgery --- 


Picture the patient 
... before and after 


Today it’s common practice with many physicians and 
surgeons to document each significant case with photographs 
made before and after treatment. 

Common practice, too, is to use a Kodaslide Table Viewer, 
Model A, when presenting such pictures—particularly to 
small groups. This convenient projection outfit (illustrated) 


includes screen, projector, and changer in one unit. It takes Kodak products 
standard 35mm. or Bantam slides, produces a brilliant image for the medical profession 
up to 5'4x7'% inches in a fully lighted room. Weighs only include: 
1] a all wae Mile x £ View $97.50 , X-ray films and chemicals; elec- 
pounds Page case. mn tap Oo lewer, (.0U. trocardiographic papers and film; 
Also available: Kodaslide Table Viewer, 4X. It provides cameras and _projectors—still- 
sharp, radiant images enlarged over four times. Ideal for and motion-picture; enlargers 
: ae . d and printers; photographic film 
arranging and editing. List price, $49.50. 


—full-color and black-and-white 
(including infrared); photo- 
graphic papers; photographic 
es ‘ . . processing chemicals; microfilm- 

EASTMAN KODAK COMPANY oe pin pe hier sa 
Medical Division, Rochester 4, N. Y. 


For further details—see your nearest dealer or write: 







Serving medical progress through Photography and Radiography 
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Greater effectivenes ~~ 
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Oral therapy with Aluminum Penicillin has proved to 
be highly effective in a variety of penicillin-susceptible 
infections. 


Aluminum Penicillin rarely causes gastro-intestinal dis- 


* turbance or allergic reactions. 


Unique advantages are that Aluminum Penicillin is not 
soluble in solutions of the acidity of gastric secretion but 
is readily absorbed from the intestinal tract. Sodium ben- 
zoate is added because it inhibits the destructive action of 
penicillinase. 


These factors provide for maximum utilization of the 
drug, higher and more prolonged blood levels. 


Supplied in vials of 12 tablets each containing Aluminum 
Penicillin 50,000 units, Sodium Benzoate 0.3 gram. 


HYNSON, WESTCOTT & DUNNING, 


Baltimore 1, Maryland 
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THE SOUTHERN DOCTOR* 


By Curtice Rosser, M.D., F.A.C.S.* 
Dallas, Texas 


We celebrate tonight a historic occasion. Early 
in this century a few hundred physicians, as- 
sembled in Chattanooga, Tennessee, brought into 
being an association of Southern doctors designed 
to offer “congenial relationship’’ to those it 
served, whose programs would deal with dis- 
eases peculiar to the Southern States and would 
present to the world the results of the research 
and clinical experience of the splendid body of 
men composing the ranks of the medical pro- 
fession of the South.! 

What manner of men were these, our pro- 
iessional forbears, whose planning so long ago 
lead quickly to a great and useful organization 
covering the entire South, gathering here in 
annual session this day? What high hopes and 
iragrant memories activated them; what ambi- 
tions for those of us who were to follow? 


We know that these were men with pride in 
the long cavalcade of romance and achievement 
in which their ancestors had marched and the 
splendor and grace of the civilization they had 
established. We hear much of the Pilgrim 
Fathers, but do not forget that the Cavalier as 
well as the Puritan was on this continent in its 
early days and, in the words of Henry W. Grady,’ 

“While the Puritans of New England were cutting off 
men’s ears for courting a girl without her parents’ con- 
sent and forbidding men to kiss their wives on Sunday, 
the Cavalier of the South was courting everything in 
sight and the Almighty vouchsafed great increase to his 
colonies.” 

Thus, there first began a divergence in type 
and temperament from other sections, to which 
were added the mellowing influence of a semi- 
tropical environment and an agrarian, as con- 
trasted with an industrial, plan of life. 





*President’s Address, Southern Medical Association, Forty-Fifth 
Annual Meeting, Dallas, Texas, November 5-8, 1951. 

+Professor and Head of Department of Proctology, Southwestern 
Medical School of the University of Texas, Dallas, Texas. 


It follows that these men not only possessed 
pride of ancestry but a fervid love for their 
section, for its green hills and fertile valleys, the 
homes of their childhood. Historians’ tell us 
that this affection for the specific region had 
been sharpened and accentuated through the 
years by the pressure of adverse opinion from 
without. 


Southern statesmen had seen their region, first 
dominant, decline gradually to a subordinate 
position. As their influence over national affairs 
waned, Southerners invented defences against 
what they regarded as Northern political ruth- 
lessness and fanaticism. A natural sequence was 
that their allegiance to their own section in- 
creased. 


Their first response to the vigorous verbal 
onslaught of the North was one of startled 
amazement. In defense, they denied the validity 
of Northern criticisms and evolved a remarkable 
apologia for virtually every aspect of the Southern 
way of life.’ John C. Calhoun of South Caro- 
lina, who championed the “‘peculiar institutions” 
of the South in the United States Senate, ap- 
pealed to all sides whether his region was “not 
equal in virtue, intelligence, patriotism and all 
the high qualities which adorn our nature” with 
other parts of the nation and died on the Senate 
floor while fighting its battles with the words 
upon his lips: 


“The South! The poor South! God knows what will 
become of her!” 


Sweet are the uses of adversity! Under the 
impact of a long train of bitter criticism of their 
region and with the realization that the power 
of their opponents was growing there arose in 
the South, long before the Civil War, a thing 
which was part reality, part dream which served 
as a compensation and solace. 

“The ancient Hebrews looked back to the Garden of 
Eden and the Greeks forward to a Golden Age. The 
ante-bellum defenders of the South, rare among mortals, 
knew that their own age was the golden age. Even if 
the idealized portrait overlooked all imperfections, it 
was to be a strong and living force in the years ahead. 
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This vision of a perfect land supplied a substantial 
element in the construction of the romantic legend about 
the Old South. In the nearer future, it was to give the 
Confederate soldier something to die for.”3 


And so in Chattanooga they dreamed oc- 
casionally of the days before the war, a nos- 
talgia which we share with them, and loved their 
Southland the more, as we do. 


The Southern doctor, supported by pride of 
ancestry and love of his land, could also glory in 
the service and achievement of his predecessors 
in the profession. He could recall Marion Sims 
bringing from Alabama to the East and to Con- 
tinental Europe new and saving surgical help 
for all womankind, and Ephriam McDowell in the 
little town of Danville, Kentucky, who, armed 
with training and courage and using a kitchen 
as an operating amphitheatre, first demonstrated 
that ovarian tumors could be safely removed. 
And that modest man, Crawford Long 


A Georgia surgeon who conquered pain, 
Forged his weapon, boldly drew it, 
Found out ether’s power, and used it. 
Got mankind a marvelous gain; 
Taught few followers how to do it, 
Won the laurel, and refused it? 


Had this man no time for dreams? 
Hand or mind for generous fame? 
Wit nor will for worldly schemes? 
Hating praise? Or shunning blame? 
Yet of him, “One thing I know,” 
(Spoke a man cured long ago.) 
History reads it, right from wrong: 
When the first surgical patient slept 
Etherized from anguish, kept 

At peace through pain, 

He owed that gain 

To the conqueror: Crawford Long.‘ 


By birth and environment the Southerner was 
conservative in thought and action. It is ex- 
tremely fortunate that there are in these states, 
a body of people with traditional respect for 
property rights and the established order, not 
filled, in the words of Millard Fillmore,’ with 
that “exuberance of enterprise which causes some 
individuals to mistake every change for progress.” 
Fortunate because this sectional weight of 
opinion has served to some degree as a brake on 
the headlong trend toward a welfare state present 
in the nation today. Our culture has evolved on 
a broad base of tolerance but with little en- 
couragement of the mystical and bizarre in re- 
ligion or in literature. In educational fields that 
unstable and brittle intellectualism which can be 
contemptuous of old and honorable institutions 
simply because they are old and even of the 
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ancient virtues when seen in men of public life 
has never flourished in this clime. 


It is highly improbable that those who in- 
spired this organization, men with this sound 
background, a classical schooling on which was 
superimposed training of the most practical and 
fundamental nature, accustomed to presiding at 
the solemn occasions of mankind: birth, illness 
and death, would have been misled by fantastic 
and revolutionary doctrines urged by nations or 
parties, would have lost faith in the capacity of a 
sovereign people to manage its own affairs or 
forget that nothing is free and that a government 
has nothing to give except what it takes away 
from the governed. 


Loyalty is a splendid quality and we salute 
the unswerving devotion of those of the South to 
their institutions and traditions. True enough, 
the quality at times may become a bit unreason- 
ing, as for example the present widespread, 
almost automatic adherence to a party, formerly 
sympathetic to the concepts and ideals of the 
South but now, it is feared by many, prisoner of 
those of a far different idealogy. 


Physicians the world over, through training, 
tradition and precept develop a capacity for one 
supreme loyalty, faithfulness to those they serve 
as a profession. How else explain the sad pro- 
cession of our confreres in the British Isles, un- 
willing captives chained to the chariot wheels of 
a still socialistic regime, held captive by their 
allegiance to the sick-they must serve. Because 
this “Achilles heel” of ours is known and relied 
upon by those instigating compulsory health in- 
surance, we can only appeal to the friends of all 
free enterprise to aid us before we are hopelessly 
contaminated by this spreading European plague. 


Here then, were our medical fathers, men of 
pride of heritage, love of country, glorying in 
the achievements of those they followed and 
loyal to their institutions and their profession. 
What hopes and ambitions did they cherish for 
those of us privileged to succeed them in their 
high calling? 

May I assume that they would have wished us 
to possess, as citizens and as doctors, the equ- 
nimity extolled by Osler as the supreme attribute 
of the physician, the bravery essential to meet 
the challenge of these perilous and uncertain 
times and the intelligence necessary to serve our 
people efficiently. Surely, they would join with 
us in Reinhold Neighburh’s prayer, embodying 
this identical trinity: 





- 


KEIN 








on 








Vol. 45 No. 1 BELL: GASTRIC LESIONS 3 


“God, give me serenity of mind 

To accept the conditions I cannot change 
The courage to change those I can 

And the wisdom to know the difference.” 


To these virtues we must add another, the 
faith without which we may flounder in the 
morass of anxiety, of war, of almost war, of 
enemy abroad and enemy at home. Would that 
each of us could bring to his task the trust ex- 
ampled in William Cullen Bryant’s ode “To a 
Waterfowl”: 

“He who, from zone to zone, 

Guides through the boundless sky thy certain flight, 

In the long way that I must tread alone 

Will lead my steps aright.” 
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DIFFICULTIES IN THE DIAGNOSIS 
OF CERTAIN GASTRIC LESIONS* 


By Josepu C. BELL, M.D. 
Louisville, Kentucky 


Some recent writings, particularly those deal- 
ing with photofluoroscopic surveys of the upper 
gastrointestinal tracts of supposedly healthy per- 
sons who had had no particular preparation, give 
the impression that this examination can be quite 
simple, the procedures being largely routine and 
yet highly accurate. It seems obvious that this 
can be true only in relatively advanced lesions or 
in a small percentage of the early conditions in 
which the examiner, largely accidentally, has been 
fortunate in showing them in profile. Since dif- 
ferential diagnosis of a large majority of gastric 
lesions must include consideration of the possi- 
bility of cancer, it is not enough to diagnose 
advanced more or less obvious lesions. Our 
patients are urged to ¢onsult their physicians 
promptly in the event of any upper gastro- 
intestinal disorder of unknown cause, lasting 
more than from one to three weeks. They are 
obeying these instructions and as a result our 
diagnostic problems become increasingly difficult. 


*Chairman’s Address, Section on Radiology, Southern Medical 
Association, Forty-Fifth Annual Meeting, Dallas, Texas, November 


5-8, 1951 


In diagnosis in general, a detailed and care- 
fully taken history is the first essential, although 
as old as the practice of medicine, and new 
methods of investigation will never supplant it. 
\ thorough physical examination is then indi- 
cated and frequently yields invaluable informa- 
tion. Many laboratory investigative procedures 
available are well known and, when indicated, 
may be of utmost importance in accurate early 
diagnosis. 

There are two methods of investigation in 
diagnosis of diseases of the stomach that deserve 
special consideration, the first being by x-ray 
and the second, gastroscopy. They are not com- 
petitive but supplement each other. 


The gastroscopist can see the mucosal surface 
of a large part of the stomach, and ulcerative 
lesions and certain others that manifest them- 
selves in the mucosa can be inspected directly, 
diagnostic accuracy, in many instances, being 
high. There are so-called “‘blind” areas, ones 
that cannot be examined, however, and the 
mucosa is not involved in a significant per- 
centage of lesions, especially in certain car- 
cinomas that spread beneath the mucosa super- 
ficially or deeply, with or without early invasion 
of the muscularis. Notwithstanding certain limi- 
tations, gastroscopy has much to offer as a 
diagnostic aid and is progressively becoming more 
widely used. 

The x-ray examination is the single most 
widely used definitive method of investigation 
in the diagnosis of gastric lesions and, in the 
hands of a trained, experienced examiner, it 
is highly accurate. A primary requirement is a 
brief but pertinent history of the patient’s com- 
plaints, symptoms and signs, which the examiner 
may have to secure for himself at the time of 
examination. Palpation of the abdomen must 
not be neglected and frequently yields informa- 
tion of value. 

Both a detailed and painstaking roentgeno- 
scopic examination and adequate indicated films 
are essential. Fluoroscopy permits all surfaces 
of the stomach to be examined both with and 
without compression, and of utmost importance 
is the fact that the intrinsic movements of the 
organ can be observed. The latter is important, 
for most malignant tumors, even in a very early 
stage, invade the musculature with resultant loss 
of intrinsic movements. 


As nearly as possible we attempt to record in 
films all abnormalities seen with the fluoroscope 
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in order that there may be a permanent record 
available to the examiner and referring physician 
as well. Greater detail is possible in films than in 
fluoroscopy and some early lesions may thus be 
detected which might otherwise be overlooked. 
In serial films peristaltic activity and evidence 
of flexibility of the gastric wall are recorded. 
They show with certainty whether or not any 
irregularity observed is constant and demonstrate 
lesions shown only during contraction with par- 
tial or almost complete emptying of the part 
being examined. We consider serial films essential 
in accurate diagnosis. 


The so-called ‘‘spot’”’ film, made with varying 
degrees of pressure over the part being investi- 
gated, is now widely used and is generally avail- 
able in adequately equipped x-ray departments. 
It is of particular value in the demonstration of 
lesions that can be shown only when most of the 
superimposed contrast material has been dis- 
placed by controlled localized pressure. 


A properly performed x-ray examination of the 
stomach is not easy or simple. It demands train- 
ing, experience, ingenuity, detailed observation 
and a great deal of hard work. This is true, 
however, in accurate, dependable work in any 
other branch of the practice of medicine. 


Interpretation of findings requires a sound 
basic knowledge of the manifestations of most, 
and if possible, all normal variants, of congenital 
anomalies, and the many other abnormalities, in- 
fectious, ulcerative, neoplastic or of other nature, 
that may affect the part under investigation. The 
law of probability should ever be kept in mind 
in that other things being equal, if one lesion 
occurs ten times as frequently as another, the 
experienced diagnostician will always choose the 
former. .« 


In the diagnosis of gastric ulcer the roent- 
genologic method is highly accurate but there 
are some ulcers of the fundus, a few of the 
posterior wall well away from the curvature and 
shallow, although at times large ulcers, that may 
be readily overlooked. Some of these may be 
demonstrated by gastroscopy. Few examiners 
attempt to differentiate with certainty benign 
from malignant gastric ulcers but many indi- 
cate whether the major characteristics favor one 
or the other. Here, again, gastroscopy may be 
of great importance. 


Benign tumors of an appreciable size are 
readily detected by x-ray although their exact 
nature may not be evident. 
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Gastritis cannot be diagnosed with a high 
degree of accuracy by x-ray and here the gas- 
troscopic examination is the method of choice. 
Much has been written concerning the difficulty 
of differentiating localized gastritis from cancer. 
In our experience, by careful fluoroscopic ob- 
servation of peristaltic activity, by the use of 
adequate serial films and re-examination when 
indicated, we have been able to determine which 
patients have had constant deformities and/or 
areas in which there has been loss of intrinsic 
movements. Unfortunately, all cases showing 
these manifestations in which localized gastritis 
has been mentioned in differential diagnosis as 
a possible cause, at operation have had cancer. 

Syphilis of the stomach is not accepted as 
an entity by some but there are abnormalities 
seen in the stomachs of some syphilitics that 
are quite characteristic although they may be 
seen in some other conditions. The manifesta- 
tions are loss of flexibility and of intrinsic move- 
ments in a part or all of the gastric wall, usually 
accompanied by varying degrees of contracture. 
The appearance differs in no way from a deep 
invasive carcinoma of the linitis plastica type. 
The condition is rare but should be mentioned 
as a remote possible explanation of changes that 
could and usually are due to carcinoma. A blood 
test may not have been done and may prove to 
be positive. If so a therapeutic test of antiluetic 
treatment would seem indicated. 


An example of the above is as follows: 


A white woman of 26 was seen complaining of nausea 
and loss of twenty pounds in weight. An x-ray ex- 
amination done February 3, 1948 showed what was 
obviously a very extensive organic lesion of the stomach 
thought probably to be due to a diffuse carcinomatosis 
but the remote possibility of a gastric luetic infection 
was mentioned. The Wassermann was found to be 4 plus. 
Antiluetic treatment was instituted and by March 13 
the patient had gained twelve pounds in weight and at 
re-examination the stomach was greatly improved in 
appearance. 

By September 11, 1948, eight months later, the patient 
was clinically well and had gained twenty-five pounds 
in weight. At this time the walls of the stomach showed 
flexibility although somewhat less than normal in the 
distal half. The Wassermann was then 2 plus instead of 
4 as was the case originally. 


As has been before stated loss of intrinsic 
movement is characteristic of most carcinomas 
but is seen in a few other conditions. 

Recently we saw a young man who was recovering 
from what appeared to be an acute gastric disturbance. 


He had had large doses of belladonna and sedatives. 
Upon x-ray examination the stomach was found to 
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have a fixed irregular outline and there was total loss 
of intrinsic movements. We recommended discontinuance 
of all medication and re-examination a few days later. 
The patient was returned for examination only twenty- 
four hours later, however, and showed much the same 
irregularity and loss of peristaltic activity before seen. A 
diffuse carcinomatosis was then considered a definite 
possibility but at operation the stomach was found to 
be normal aside from evidence of a mild recent gastritis. 
Convalescence was uneventful. 

A patient examined by one of my associates recently 
was considered by him to have a very large pedunculated 
tumor that filled the middle third of the stomach. The 
surgeon and your speaker being familiar with the 
phytobezoars in those who eat persimmons, thought that 
a bezoar might be the explanation of the mass. The 
patient then gave us a history of having eaten per- 
simmons shortly before being examined. The associate 
stood his ground because he could see no evidence of 
barium between the mass and the gastric wall at one 
point. At operation the tumor was found to be a very 
large adenocarcinoma attached to the gastric wall only 
by a small pedicle. 

The diagnosis of some lesions of the fundus of 
the stomach, in our experience, may be most dif- 
ficult. Diaphragmatic hernias of various types 
are probably the most common significant ab- 
normalities seen and seldom offer serious dif- 
ficulty in diagnosis. Chronic ulcers, usually be- 
nign, may be most difficult or impossible to 
detect. Carcinoma of the fundus is seen not in- 
frequently and may constitute a major diagnostic 
problem. It results in irregularity in the outline 
but similar irregularity may have other causes. 
Kirklin has pointed out that the tumor mass 
itself may be seen outlined by the gas bubble 
in the fundus when the examination is done with 
the patient upright. Moderate dilatation of the 
distal esophagus demands a careful examination 
of the fundus of the stomach, carcinoma of the 
fundus being a common cause. Carcinoma of 
the fundus need not be and frequently is not 
accompanied by dilatation of the esophagus how- 
ever. If near the esophageal orifice, the tumor 
may cause a cascade-like fall of the contrast 
material as it enters the stomach and, when 
present, this is quite characteristic. 

Unfortunately, in the fundus of the stomach 
the gastroscope is of little help and in some in- 
stances exploratory operation must be resorted 
to to determine the nature of certain irregularities 
demonstrated by other means. 

The above illustrates only a few of the many 
difficulties encountered in the diagnosis of ab- 
normalities of the human stomach. Accuracy in 
the detection of organic lesions is high although 
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differential diagnosis continues to be a major 
problem in some instances, particularly in certain 
tumors. 





DISCUSSION (Abstract) 


Dr. Glenn D. Carlson, Dallas, Tex—In my opinion 
there is no greater challenge in diagnostic roentgenologs 
than the search for a gastric lesion. Therefore, we 
should use every trick in the trade in an attempt to 
demonstrate one when present. 

True enough, some lesions are in evidence at the first 
glance. A white man presented all the signs of an ad- 
vanced neoplasm after the first three swallows of barium, 
irregular narrow lumen, lack of peristalsis, palpable mass 
and so on. It proved to be inoperable. 

In another film of a man, age 68 years, in the right 
anterior oblique position, no lesion is seen. By placing 
the patient in the anteroposterior position a large ulcer 
is noted on the posterior wall, fluoroscopically and on 
films. If one should limit himself only to certain posi- 
tions of the stomach, such a lesion might well escape 
detection. In this case there was no microscopic evidence 
of malignancy. 

A fixed area of narrowing in the distal one-third ot 
the stomach of another case suggested neoplasm. How- 
ever, the serum test for syphilis was positive, the patient 
responded to antiluetic therapy and a subsequent roent- 
gen study showed marked improvement. 

And finally, a survey of the abdomen before the 
administration of barium may save one embarrassment. 
I failed to note the marked degree of gastric enlargement 
and retained secretion before the meal in a case. As a 
consequence the patient received far more barium than 
was justified. Perhaps a scout film would have prevented 
this mistake. 





THE USE OF PROTEIN HYDROLYSATES 
IN THE THERAPY OF PEPTIC ULCER* 


By Jerome S. Levy, M.D., F.A.C.P." 
Little Rock, Arkansas 


There are two questions which are most 
frequently asked me when I discuss the use of 
protein hydrolysates. Invariably, the first one is, 
“How do you get your patients to take it?”, and 
the second one, “Under what circumstances do 
you use a hydrolysate?” These are logical ques- 
tions and any discussion of the protein hydroly- 
sates naturally should answer both of them. In 
selecting a subject for this talk before the Section 


*Chairman’s Address, Section on Gastroenterology, Forty-Fifth 
Annual Meeting, Southern Medical Association, Dallas, Texas, 
November 5-8, 1951. 


*From the Department of Medicine, University of Arkansas 
University of Arkansas School of Medicine Journal Series. Re- 
search Paper Number 964. 

*Professor of Medicine in charge of Gastroenterology, University 
of Arkansas School of Medicine. 
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on Gastroenterology, I kept coming back to these 
two questions, and decided their answers would 
make a good subject for me. I am not going to 
present a review of the literature which each of 
you may make for yourself, but rather to review 
my own experiences. 

My interest in the protein hydrolysates dates 
to the early part of 1938 during a visit with 
Elman at Washington University. He reviewed 
with me the work he and Weiner! were to report 
before the American Medical Association in June 
of that year. I was impressed with the possi- 
bilities of the orally administered, predigested 
protein as a buffer of gastric acidity as well as 
a source of protein. Investigators of these 
products had directed their attention, up to this 
time, towards their parenteral use as a source of 
protein for the protein deficient animal and 
human being. There did not appear to be any 
reason the hydrolysates could not be given by 
mouth. Surely, any patient able to absorb food 
material from the digestive canal would have a 
readily available supply of protein furnished 
without taxing his digestive functions. It was 
necessary to find out whether protein in this 
form was tolerated by the human stomach. 
Theoretically, such a predigested protein, in solu- 
tion, and as made by the hydrolysis of casein, 
should buffer the gastric acidity in the human 
stomach. The amino acids, being amphoteric in 
character, should be adequate buffers of gastric 
acidity. Yet, would they stimulate more gastric 
secretion so that their buffering action was nulli- 
fied? To be of value in gastroenterology, es- 
pecially in treating peptic ulceration, a satis- 
factory buffering action was considered essential. 
Siler and I? demonstrated that this is so. We 
gave a group of medical students 300 cc. of a 10 
per cent solution of amigen® in water. Aspira- 
tions of the gastric contents demonstrated an 
adequate buffering of gastric acidity for at least 
30 minutes in 45 out of 48 students. In addition, 
pH determinations were made in 18 of the 
students. All showed an elevation of the pH of 
the gastric contents to 4.0 or above for 20 
minutes, and in 12 of the 18 the pH was 4.0 or 
above for 30 minutes; of the other 6, the pH 
in 5 ranged between 3.5 and 4.0. In only one 
student was the pH below 3.5 at 30 minutes. 

I made additional studies’ to compare the 
buffering capacity of intact and predigested pro- 
teins. The intact proteins were milk and casein. 
Twenty patients were studied. In each a good 
secretory response to an injection of histamine 
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had been demonstrated. The histamine injection 
was repeated and at the same time the patient 
was given either a glass of milk, or a glass of 10 
per cent casein in water, or a glass of 10 per 
cent protolysate® in water, aspirating the gastric 
contents at 10-minute intervals thereafter for 90 
minutes. The test was repeated on successive 
days. Each patient was tested with each sub- 
stance. I demonstrated that the predigested pro- 
tein was superior to either milk or casein for at 
least 30 minutes in all cases, and in a large 
majority of cases, for as long as 50 minutes. 
Having obtained this information, I was ready 
to try to answer the second question. 

However, an additional study* was made, 
namely, comparing the buffering by intact and 
predigested proteins when given hourly through- 
out the day: milk alone, 10 per cent protolysate® 
in water, and 10 per cent protolysate® in milk 
were given to patients in whom histamine had 
produced an excellent secretory response. Aspira- 
tions of the gastric contents were made every 30 
minutes. Again, milk failed to buffer gastric 
acidity as well as the protolysate® solution, but 
the combination of protolysate® in milk proved 
an even better buffer, maintaining anacidity 
throughout the day in all cases. This confirmed 
the previous studies demonstrating the buffering 
capacity of the predigested proteins. 


In the first report, Siler and I suggested that 
an ideal use of the protein hydrolysates would 
be in those cases of massive gastric hemorrhage 
from whatever cause. In these cases the replace- 
ment or regeneration of lost serum protein is 
important as is adequate buffering of gastric 
acidity. As my observations progressed it became 
clear that there was one basic need for the use 
of the predigested protein, namely: to supply 
protein to the patient who needed protein. Most 
individuals are able to digest, absorb, and utilize 
intact proteins when they are eaten in the or- 
dinary day’s run of food. There are some, how- 
ever, who are unable to digest or absorb their 
food intake. There are, also, some whose diges- 
tive tract, for one reason or another, is already 
taxed, or so nearly so that the addition of more 
intact protein would be impractical. For these 
patients, the protein hydrolysate offers the phy- 
sician the opportunity to supply a large amount 
of protein without adding too much bulk, and 
yet to remain within the digestive capacity of the 
patient. As an example, 200-300 grams of pro- 
tein can be given each day by adding a pre- 
digested protein to the usual Sippy diet. Many 
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Sippy diets, as given in the hospitals, contain 
less than 60 grams of protein per day, and a 
number of patients with peptic ulcer need much 
more than this amount per day. 


There are four main groups of patients with 
peptic ulcer who require this additional protein 
intake. The first group is composed of the cases 
which Siler and I first suggested, namely, those 
who had had a massive hemorrhage from the 
gastro-intestinal tract. I have reported a study° 
of hypoproteinemia following massive gastro- 
intestinal hemorrhage, and compared the rapidity 
of protein regeneration in a group of controls 
with a group receiving an identical diet supple- 
mented with a protein hydrolysate. The con- 
trols, 6 in number, were given the usual Sippy 
diet. In these, the serum protein returned to 
normal in an average of 19.5 days. In eleven 
cases 150-200 grams of a protein hydrolysate 
were added to the Sippy diet. In these, the serum 
protein returned to normal in an average of 
10.2 days. The severity of the hemorrhage was 
comparable in the two groups. 


In addition to the more rapid regeneration of 
serum protein, the hydrolysate patients on hy- 
drolyzed protein uniformly felt better, and 
stronger, experiencing an improved sense of well 
being as compared to the controls. Advancing 
knowledge of protein requirements has empha- 
sized the need for an increased protein intake 
during the activity of a repair process in the 
body. I have observed, in cases of hemorrhage, 
that it may be necessary to give 3.0-3.5 grams 
per kilo of body weight to provide sufficient 
protein for rebuilding of tissue, serum protein, 
and hemoglobin. In passing, it should be pointed 
out that sufficient calories in the form of carbo- 
hydrate must be given at the same time or the 
protein hydrolysate will be used for energy 
requirements rather than protein regeneration 
and tissue repair. 

The malnourished patients make up the second 
group of ulcer cases needing additional protein. 
The malnutrition may be easily apparent or may 
be sub-clinical (but nevertheless present). I have 
not found it unusual for a patient with a simple, 
uncomplicated ulcer to have been advised to 
observe, or to have self-imposed, a very inade- 
quate diet and to have maintained such a diet 
for a long period of time. When first seen, the 
effects of this restriction of protein may be very 
evident. On the other hand, it is not always 
readily apparent, being disclosed-by the demon- 
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stration of a mild anemia and a hypoproteinemia. 
The same circumstance is seen in cases with a 
chronic recurrent ulcer, with or without obstruc- 
tion, whose dietary restrictions have been made 
more and more rigid, either voluntarily or on 
advice of a physician. It has been my experience 
that all such patients will benefit by the addition 
of 200-300 grams of protolysate® to each day’s 
diet. These patients promptly, and repeatedly, 
tell me that they feel much, much stronger, as 
well as obtaining prompt relief from pain and 
discomfort. The chronically underfed patient 
also describes a sense of well being, encourage- 
ment, and hopefulness after a few days of the 
increased protein intake. Where surgery remains 
necessary, the improvement in nutrition and gain 


in strength make them better risks, and the im- 


proved protein metabolism offers better chances 
for prompt healing and recovery. The same con- 
sideration holds for the stomal ulcer following 
gastro-enterostomy or sub-total resection. I have 
been encouraged by the number of cases of re- 
current peptic ulcers, including those with some 
obstruction due to the acute activity of the ulcer, 
and of the recurrent stomal ulcers which have 
so improved that surgery was avoided merely 
by adding 200-300 grams per day of protolysate® 
to the usual Sippy or modified Sippy diets. 

In the third group are those patients with an 
allergy, especially those with a milk sensitivity, 
who also have a peptic ulcer. Although these 
cases are not seen very frequently, I have treated 
six in the past two years. With them I have 
found the protein hydrolysate invaluable and 
effective, even when used as the sole source of 
protein for a period of time. An adequate diet 
can be supplied such patients by use of the pre- 
digested proteins and suitable carbohydrates. The 
mineral, vitamin and fluid requirements can be 
met without difficulty. 

The last group, and an important one, is com- 
posed of the well nourished patient who has a 
simple ulcer, but whose work requires a large 
amount of physical activity. The usual Sippy 
diet, or some modification of it, does provide 
prompt relief of symptoms, but would fail to 
provide sufficient protein and calories for the 
amount of activity required by the patient’s job. 
Unless in a high income bracket, patients cannot 
take a vacation, or quit the job for three to six 
weeks. The average patient cannot afford to take 
time off from his work for this length of time. 
Many have a large family to support, or there 
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are other financial considerations which prohibit 
a vacation, a sick leave, or quitting. The patient 
must work, and often must work hard. He wears 
out by noon, or earlier, if he remains on the 
usual diet prescribed for an acute ulcer. These 
patients can be kept on the job very easily, and 
still obtain complete relief of their symptoms 
merely by adding a protein hydrolysate to their 
milk. I give them 200 grams of protolysate® in 
two quarts of milk with an equivalent amount 
of carbohydrate (in the form of dextri maltose® 
or dexin®). They can carry this mixture to 
work with them in quart thermos bottles, drink- 
ing it at hourly intervals. With this dietary 
mixture, they can carry on a full day’s work 
day after day, buffer the gastric acidity through- 
out the day without taking powders or pills, be 
free of symptoms, and make rapid progress. 

An example of this type of patient is the fol- 
lowing case: 


A colored section laborer for the Missouri Pacific 
Railroad entered the hospital with a typical history of 
peptic ulcer. He was 40 years of age, married, had four 
children, ranging in age from 6 to 18. He had been 
seen on two occasions during the previous 18 months, 
each time with the same symptoms and x-ray demon- 
stration of an ulcer crater in the duodenal cap. Satis- 
factory response was obtained with each hospital entry 
by means of the usual Sippy diet and alkalies. It was 
necessary for him to resume his work without too much 
delay as he did not have the financial reserves to feed 
and clothe five other people if he did not work. He 
had found that when he returned to work he was worn 
out by noon and could not carry on. Even a lenient 
boss could not permit him to do nothing for half of 
each day. 

With the last entry the question of surgery was con- 
sidered so that the patient could return to his job and 
carry on a full work day. It was an economic necessity. 
However, he was prevailed upon to take 200 grams each 
of protein hydrolysate and a carbohydrate in his milk 
each day. He carried this to work in quart thermos 
bottles. He was relieved of his symptoms very promptly, 
felt good, carried on a full day’s work, and was not worn 
out even at the end of the day. He has remained under 
medical management and has done well for the past 
two years. 

Another case is that of a 55-year-old department store 
official whom I have seen on many occasions over the 
past 25 vears. He has had several severe massive hem- 
orrhages, and two or three minor ones, and on one occasion 
he developed a perforation while on a buying trip to New 
York. An emergency closure of the perforation was 
done. He has had two massive hemorrhages in the past 
8 years, each time while buying in New York. During 
the war years he was seen at the Mayo Clinic, and 
gastric resection advised. This was postponed for four 
months because he could not be away from his store at 
that particular time. On re-examination he had done 
so well during the interval, that surgery was indefinitely 
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postponed. He always responded promptly to dietary 
management with the addition of alkalies and anti- 
spasmodics. However, three years previously he had his 
last hemorrhage, again when in New York, and required 
several transfusions. On his return home, he once more 
began his Sippy diet, alkalies and belladonna. Symptoms 
persisted and he complained of being weak and worn 
out by 10:00 a.m. He was practically exhausted by this 
hour each morning. I added 200 grams of protolysate® 
to his daily milk allotment. He called me at noon on 
the first day to tell me how much better he felt, that 
he was not tired and worn out, and that “the stuff 
tasted awful.” He called me again that night to say 
that even though the protolysate® did not taste too 
good, he had finished the day feeling quite well, without 
pain, and full of pep. He volunteered the observation 
that he felt better with this diet than at any other 
time when he had been taking milk alone, and that 
was on many occasions. He became accustomed to the 
protolysate® by the fifth day and took it well for a 
period of six weeks. He continues to do well, mainly 
because for the first time in 29 years he has continued 
to take care of himself day after day instead of doing 
as he pleased as soon as he felt good. 


These cases, then, and the four groups dis- 
cussed are my answer to the second question. 


Now, to answer the first one: “How do I get 
the patient to take the hydrolysate?” This is not 
too difficult a task. It is true that there are a 
few patients who will not take any hydrolysate. 
The taste and odor deter them and no persuasion 
will help. Some honestly try but just cannot do 
it; some vomit after taking several feedings. In 
my experience, these cases constitute a very small 
number. Most patients will take the predigested 
protein if they are prepared for it by a full 
explanation of the reasons it is being prescribed, 
what it does, and just how bad it tastes. Most 
of them will say that they will try if it will do 
them some good and remark that they already 
have taken some pretty bad medicine in their 
day! I explain to each patient that the hy- 
drolysate does not taste too good at first, but 
that nearly everyone gets used to it in three to 
five days; that the taste is mainly that of a 
strong boullion, and that it is not too bad if 
taken cold. They are advised to prepare it or 
have it prepared once a day and put in the ice 
box to be kept cold. It is better, too, to have 
someone else prepare the mixture. This avoids 
the accentuation of the odor which mixing the 
powder oneself brings out. Most patients will 
begin to think you believe they cannot do it 
and resolve to show you they can. Then, you 
have them! 


I, also, tell them what the hydrolysate is, and 
that the protein supplied is helpful for healing of 
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the ulcer. Its buffering capacity is discussed and 
the gain in strength they should experience is 
emphasized. I have had five patients who have 
continued taking the hydrolysate for indefinite 
periods after I had told them to discontinue its 
use, all saying that they felt so much stronger 
and peppier even at the end of the day while 
taking the hydrolysate. It is true that nearly 
every patient will become accustomed to it in 
3-5 days. I have found that the time I take to 
explain all this to my patients is time well spent 
with great benefit to them. As one patient has 
said, “It’s the best bad medicine I’ve taken.” 

Before closing, I may discuss very briefly the 
choice of the hydrolysate. We are detailed about 
the good taste of this or that new one. When it 
is decided that a hydrolysate is needed, it is used 
because of its buffering capacity. The protein 
needs can be met by an intact protein, but the 
intact proteins are not good buffers. Even milk 
is not, as many have demonstrated. The better 
the taste of the hydrolysate the less the per- 
centage of hydrolysis, and one may give the 
intact protein at much less cost to the patient. 
Choose the hydrolysate which has the highest 
percentage of hydrolysis to amino acids. Those 
with 75 per cent hydrolysis to amino acids and 
25 per cent to the polypeptids without any intact 
protein remaining will be found to be the most 
effective buffers and are the less expensive ones, 
too. Most of the products on the market fail 
to meet the above qualifications and you can be 
misled if you fail to study the label and ascertain 
that there is no intact protein present. You 
choose a hydrolysate because it is hydrolyzed, 
and the greater the hydrolysis the greater the 
percentage of amino acids. It is the latter which 
we want in greatest amount. 

In summary, the answer to my second ques- 
tion gives you four groups of patients with peptic 
ulcer who profit by taking a protein hydrolysate, 
namely: 

(1) Those who have had a massive hem- 
orrhage. 


(2) Those who are malnourished. 

(3) Those who have an allergic reaction to 
milk. 

(4) Those with a simple ulcer, even though 
well nourished, but whose work requires greater 


energy output than is provided by the usual acute 
ulcer diets. 


The answer to the first question emphasized 


that the time spent in discussing with the patient 
the reasons for using the hydrolysate, its taste, 


and what is to be expected of it, is time well 
spent to the profit of the patient. 
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THE CHANGING PATTERN OF HEALTH 
ORGANIZATION AND ACTIVITIES* 


By JAMEs W. Bass, M.D. 
Dallas, Texas 


The achievements of health departments and 
preventive medicine over a period of the last 75 
years have been miraculous. The progress of 
health departments made in the past has been 
due to their capacity for change and their ability 
to meet changes and variations in public health 
problems. We have witnessed considerable change 
in the scope of health department activities in 
the past 25 years, but we have every reason to 
believe that there will be an even greater change 
in the pattern of health department programs 
within the next 25 years. 

The increase in the life span, and the reduc- 
tion in death and disability has been phenomenal 
in practically all countries of the world. Most 
of this reduction in death and disability has been 
achieved by the control of communicable dis- 
eases and by elimination and better control of 
diseases peculiar to the first year of life. In the 
United States, we have practically eliminated 
typhoid and smallpox. The complete elimination 
of malaria transmission in the United States is 
soon to be expected. In spite of the large number 
of troops returning from malarious areas during 
and since World War II, transmission of malaria 
within the continental United States has been 
extremely rare. 

Although there apparently has been a steady 
decline in death from tuberculosis for over 100 
years, the reduction in the death rate from this 
disease has been much more rapid within the 
last few years. With continued vigilance, we can 

*Chairman’s Address, Section on Public Health, Forty-Fifth 


Annual Meeting, Southern Medical Association, Dallas, Texas, 
November 5-8, 1951. 
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reasonably expect tuberculosis to become rela- 
tively unimportant as a cause of death within a 
few years. There has also been a rapid decline 
of deaths from syphilis. Some of the larger cities 
with good control programs have almost elim- 
inated congenital syphilis as a cause of death; 
and as a result of improved treatment, the death 
rate from the late and untreated syphilitic con- 
ditions has steadily declined. 

The U. S. Public Health Service, by enforce- 
ment of maritime quarantine, has kept invasions 
of yellow fever, typhus, cholera and plague to a 
minimum. On the few occasions when these dis- 
eases have invaded our shores, the co-ordinated 
activities of the public health service and local 
health authorities have kept the outbreaks pretty 
well contained and limited to comparatively small 
areas of the country. 

Within the last few years, programs for re- 
duction of deaths in mothers and infants have 
been unusually productive, and we have ex- 
perienced miraculous declines in infant and 
maternal death rates. However, it is possible 
that we will have soon reached the irreducible 
minimum in infant and maternal death rates. 
This is particularly true in areas with good health 
departments and an alert medical profession. 

We have been so successful in the control of 
communicable disease that the complete elimina- 
tion of all deaths from communicable disease 
would increase the expectation of life at birth by 
less than four years. Our success in the control 
of communicable diseases and infant and ma- 
ternal death rates has given the United States a 
lower crude death rate and greater life ex- 
pectancy at birth than that of any of the large 
nations of the world. Some of the smaller nations 
consisting practically altogether of a one-race 
group, where immigration has been limited largely 
to the same group, have experienced lower death 
rates. These smaller countries are: Australia, 
New Zealand, and Denmark. 

However, Dr. Louis I. Dublin of the Metropol- 
itan Life Insurance Company, in a recent paper 
read before the American Public Health Associa- 
tion, has warned us against smugness because of 
our present low crude death rates and life ex- 
pectancy at birth. He pointed out that in age 
groups above 40, practically all English-speaking 
nations except Canada, and at least 16 nations 
of the western world, have lower death rates than 
the United States. He also called attention to 
our extremely high accidental death rate at all 
ages, which compares very unfavorably with that 
of other progressive nations. 
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Since the other nations can be expected to 
catch up with the United States in the control 
of communicable diseases, unless we do some- 
thing quickly to lessen the mortality in older age 
groups and from accidents, we may soon find 
ourselves with an unfavorable crude death rate 
when compared with other nations. 

The number of our people suffering from 
mental disease and confined to institutions for 
the treatment of mental disease is certainly noth- 
ing to boast about. The number of cases of 
psychoneurosis hospitalized by our Armed Forces 
during the last war and the number of rejections 
for military service because of mental conditions 
compared very unfavorably with our allies. The 
apparently increasing importance of mental dis- 
ease has led to its designation as the nation’s 
number one public health problem. 

We can no longer consider health the mere 
absence of disease and death, but a state of 
mental and physical well being where each in- 
dividual discharges his functions with maximum 
satisfaction and efficiency. Health departments 
can no longer be satisfied with programs designed 
only to prevent disease or postpone death. We 
must be concerned with increasing the productive 
span of human life, as well as the length of 
human life. Health departments are supported 
for the protection and convenience of the public 
and their program must be modified or changed 
to meet the changing needs of the population. 
The change in age distribution of the population 
with a greater concentration in the older age 
groups, with an increase in death from degenera- 
tive diseases, accidents and ever increasing im- 
portance of mental disease, combined with the 
continual decline in communicable diseases, in- 
fant and maternal mortality can be expected to 
result in more emphasis on mental health. Health 
department programs to reduce the ravages of the 
degenerative diseases, accidents and disabilities 
resulting therefrom can be expected. 

Public health departments have played an im- 
portant part in bringing about the comparatively 
high standards of health we now enjoy. These 
health departments have been composed of a 
team of specialists, including public health phy- 
sicians, nurses, public health engineers, veteri- 
narians, bacteriologists, chemists, public health 
educators and others. In the future, the public 
health departments can be expected to employ 
an ever increasing number of medical and non- 
medical specialists. Health departments can be 
expected to utilize more public health psy- 
chiatrists, psychologists and psychiatric social 
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workers in mental hygiene programs to improve 
the effectiveness of their own staffs, and to im- 
prove the quality of services to the public. It 
is expected that the services of the public health 
psychiatrist and his associated staff will be avail- 
able and utilized by schools and nonofficial 
health and welfare agencies in the community. 


With the increasing importance of diseases of 
old age such as heart disease, cancer, diabetes, 
and arteriosclerosis, health departments can be 
expected to employ physicians trained in public 
health and in chronic diseases. The health de- 
partment can be expected to employ more dentists 
and dental technicians. The public health nutri- 
tionists will be used more extensively, and it is 
possible that specialists in rehabilitation and 
physiotherapists may assume an important role 
in health departments. 


After these general remarks, let us for a 
moment visualize a public health program of 
the future and some of its personnel require- 
ments. 


We will maintain our well baby conferences 
and maternal hygiene clinics, and our communi- 
cable disease control activities, although the per- 
sonnel necessary to an adequate communicable 
disease control program may be reduced. A 
decline in the acute infectious diseases and a 
further decline in tuberculosis and syphilis should 
make possible some early reduction in personnel 
and facilities for the control of communicable 
diseases. 


Due to the increasing importance of insects in 
the spread of communicable disease, health de- 
partments will employ more entomologists and 
because of the increasing relative importance of 
diseases transmissible from domestic animals to 


man, we will utilize the services of veterinarians 


more in the future. Quarantine procedures will 
be reserved more for special and emergency situa- 
tions and become far less routine. 

The services of the public health engineer will 
be employed in a greatly expanded public health 
field. This will include not only pasteurization 
plants, water purification and sewage disposal, 
but will include consultation on the problems of 
housing, lighting, air conditioning, ventilation, 
industrial hygiene and others. 

Sanitarians will be better trained and we will 
develop assistant sanitarians to perform many 
of the duties now performed by public health 
inspectors. Some of the present duties of public 
health inspectors may be abandoned as useless 


or unproductive from a public health standpoint. 
By employing the services of entomologists and 
veterinarians, our present environmental sanita- 
tion control measures may be expected to become 
more scientific and more effective. 


The expected expansion of public health ac- 
tivities will necessitate more training for public 
health nurses and some of the work now being 
performed by public health nurses may be taken 
over by other specialists in the field of public 
health, such as medical social workers, nutri- 
tionists, psychiatric social workers and others. 


In the future, the public health statistician will 
serve all divisions of the health department as 
well as the public. All public health workers will 
be better trained in the application of statistics 
to public health problems. The health depart- 
ment statisticians will no longer concern them- 
selves with the recording of births and deaths 
alone. 


The importance of the public health laboratory 
is expected to increase and the number of tests 
performed by the laboratory as a part of the 
public health program can also be expected to 
increase. 


The public health educator will be depended 
upon more and more for the dissemination of 
mass media and for in-service training programs 
for the personnel of health departments. 


The anticipated expansion of health depart- 
ments will lead to the training and utilization of 
more administrators and business managers in 
public health. 


I have intentionally left until the last a dis- 
cussion of the new medical specialists which will 
be necessary to future public health programs. 
One of the most important is the mental hygienist 
and public health psychiatrists, who is already 
being added to many state health departments 
and some of the larger local health departments. 
His services will not only include the conduction 
of mental hygiene clinics, but will be utilized for 
orientation of public health department staff 
members and the staffs of other official and 
unofficial agencies. Due to the increasing im- 
portance of the degenerative diseases and with 
the development of new tests for the early de- 
tection of diseases such as diabetes, cancer, heart 
disease, and anemia, we can expect the organiza- 
tion by health departments of multiphasic testing 
clinics for the early detection of the chronic 
diseases and their subsequent referral to phy- 
sicians for final diagnosis and the treatment 
indicated. ; 
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It is important that the medical profession 
maintain leadership in the promotion of these 
activities, for no other public health profession 
is qualified by training or experience to provide 
the necessary know-how in the prosecution or 
interpretation of these surveys. The opposition 
of some physicians to mass surveys for chronic 
disease detection is unwarranted. If the tests 
are inadequate, every effort should be made to 
improve the tests or testing technics. If the mass 
detection surveys are not being conducted prop- 
erly, the professions should consult with and 
advise the health officer upon methods for im- 
provement. We have completely sold the public 
upon the benefits of early detection and treat- 
ment of disease. Its application in the control of 
tuberculosis and syphilis has been well estab- 
lished. The public cannot understand the opposi- 
tion of the profession to programs for the early 
detection and ultimate treatment of chronic dis- 
ease, after such surveys have already been very 
beneficial in reducing disability and deaths from 
such diseases as tuberculosis and syphilis. The 
public will not be satisfied until the mass testing 
technics for detection of chronic disease have 
been tried. 

Since a large number of the degenerative dis- 
eases are associated with overweight and under- 
weight, nutrition classes will be employed more 
and more in public health centers. We have not 
the available medical manpower to provide such 
courses of instruction in the doctor’s office and 
it would probably be a poor utilization of medical 
manpower if we did. 

The Veteran’s Administration and some in- 
surance companies are demonstrating the im- 
mense benefits to be derived from programs for 
rehabilitation of victims of degenerative diseases 
and accidents. A public demand for such a pro- 
gram can be expected in the future. It is possible 
that after thorough study and some experimen- 
tation, it may be decided that the public health 
department is the best agency to administer 
such a program. This should be decided after 
a thorough study, with the most interested mem- 
bers of the medical profession taking the lead. 


It is to the best interest of the medical pro- 
fession and public health departments that phy- 
sicians maintain their present leadership in the 
field of public health. This can best be done by 
supporting public health programs, and advising 
and consulting with health officials. 
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Public health physicians have been recognized 
as specialists by the American Medical Associa- 
tion and the public in general. Health officers 
need the advice and help of other specialists and 
members of the medical profession. Constant 
liaison and consultation between the health 
officer and other members of the profession will 
result in mutual benefit. But a failure to advise 
and consult with each other can result in un- 
desirable consequences to both the medical pro- 
fessions and health departments. 


It is most important that the medical pro- 
fession maintain its leadership in public health 
by promotion of adequate health programs for 
the protection of all the people in the community. 
It must give due consideration to other specialists 
on the public health team, and should not at- 
tempt to dictate the entire program. The public 
health department constitutes the most effective 
bulwark against public criticism of the medical 
profession and dissatisfaction with the type of 
health and medical care the public is receiving. 
This criticism and dissatisfaction which may 
arise in the absence of an adequate health pro- 
gram, may lead to the application of unwise 
methods of correction which could lead to a 
failure in gaining the desired public health objec- 
tives and could result in much damage to the 
free practice of medicine which we now enjoy 
and cherish. 


LARYNGECTOMIES IN REVIEW* 


TWENTY YEARS’ EXPERIENCE 


By Francis E. LeJeune, M.D. 
and 
Mercer Lyncu, M.D. 
New Orleans, Louisiana 


From time to time it seems desirable to 
review our experience in the treatment of various 
diseases, for only in this way can we accurately 
evaluate the methods of treatment we are employ- 
ing and thus assure our patients of the best 
available medical care. It was with this purpose 
in mind that we reviewed our experience in the 
treatment of patients with carcinoma of the 
larynx during the past twenty years. During this 


*Chairman’s Address, Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Forty-Fifth Annual Meeting, 
Dallas, Texas, November 5-8, 1951. 

*From the Departments of Otorhinolaryngology, Ochsner Clinic 
and Tulane University School of Medicine, New Orleans, Louisiana. 
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time 537 patients with this disease were seen in 
our private practice. This study was limited 
entirely to patients seen in private practice be- 
cause of the accuracy of these records and follow- 
up examinations. Of the entire series 172 pa- 
tients, or 32 per cent, had such extensive lesions 
when first seen that they were considered in- 
operable. That approximately one-third of the 
entire series had inoperable lesions when first 
seen, and this in a comparatively intelligent group 
of patients, should make us renew our efforts to 
educate both the general medical profession and 
the public regarding the significance of the early 
symptoms of laryngeal cancer if we expect to 
reduce the incidence of inoperable lesions. Ir- 
radiation, which was advised in all these cases, 
helped to prolong the lives of those who. accepted 
such treatment, but we cannot help thinking that 
if these patients could have been seen earlier, 
some of them might be alive today. In 194 
patients the lesions were small enough for intra- 
laryngeal extirpation of laryngofissure. In the 
remaining 171 patients, or 31.7 per cent of the 
entire series, the lesion was so far advanced that 
laryngectomy was necessary. This presentation 
will be confined to a discussion of this latter 
group of cases. 


INCIDENCE ACCORDING TO AGE, SEX AND COLOR 


The majority of patients with carcinoma of the 
larynx are middle-aged men. Only 8 per cent 
of the 537 patients with carcinoma of the larynx 
were females. This is only slightly lower than 
the incidence of 10 to 15 per cent, usually re- 
ported by most authors. Only 7 of the 171 
patients who had laryngectomies were women. 

The average age of the patients having a 
laryngectomy was 56.6 years. The youngest 
patient was 20 years old and the oldest 80 years. 
That age is not a contraindication to laryn- 
gectomy is evidenced by the fact that the 80- 
year-old patient in our series not only survived 
the laryngectomy but had a more uneventful 
postoperative convalescence than many others 
years younger. 


There were several Negro men in this series 
but we personally do not recall ever having seen 
a Negro woman with carcinoma of the larynx, 
although occasionally one reportedly is seen in 
charity clinics. 
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SYMPTOMATOLOGY 


The task of performing a laryngectomy in- 
variably stimulates the provoking thought that 
had the diagnosis been made earlier there would 
be no necessity for such a formidable surgical 
procedure. Progress has been made in estab- 
lishing in the public’s mind the fact that per- 
sistent hoarseness frequently indicates cancer of 
the larynx. There are still, however, patients 
who come to see us with a history of hoarseness 
of long duration, who were reluctant to seek 
medical aid because they felt no pain. Thus, the 
average duration of hoarseness in our series was 
7.6 months and 14 or 2.6 per cent of the 537 
patients with carcinoma of the larynx were phy- 
sicians, who certainly should have realized the 
significance of hoarseness. It is regrettable that 
early intrinsic cancer of the larynx produces no 
pain. If pain occurred in the early stages of the 
disease, we should see these patients before such 
a radical procedure as laryngectomy became nec- 
essary. Laryngologists have been successful in 
making the public realize the, significance of per- 
sistent hoarseness but we have not stressed with 
sufficient force the fact that early intrinsic 
cancer of the larynx produces no pain or dis- 
comfort of any kind. Until the public is made to 
realize this, many will probably ignore the warn- 
ing of persistent hoarseness until the lesion has 
advanced so far that only laryngectomy or ex- 
tensive radiation can be offered them. 

In the advanced cases, of course, pain does 
occur. However, often this will be manifested as 
pain referred to the ear on the side of involve- 
ment rather than in the throat. Unfortunately, 
many of these patients are treated for neuralgias 
at the stage when the lesion is a borderline one 
for surgical therapy. Coughing, at times bloody 
expectoration, and difficulty in breathing are 
late manifestations of extension of the disease 
beyond the larynx and metastasis. 


DIAGNOSIS 


Mirror laryngoscopy remains the _ easiest 
method of examining the larynx and should be 
adequate for clinical diagnosis. It cannot be 
stressed too strongly that this should be a routine 
office examination. For example, early laryngeal 
carcinoma, which was producing no symptoms 
since the lesion was on the upper surface of the 
cord, was detected by this means in 2 of the 537 
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patients in this series. In many cases direct 
laryngoscopy is necessary to determine accurately 
the extent of the lesion. Although mirror laryn- 
goscopy permits a clinical diagnosis with a great 
degree of accuracy, laryngectomy should never 
be performed until some tissue from the lesion 
has been examined microscopically. Palpation 
of the larynx and cervical region is productive of 
much information. Deep palpation in the region 
of the bifurcation of the carotid may reveal 
metastatic nodes at an early date. Soft roent- 
genograms of the larynx have not been helpful 
except to confirm the fact that the lesion is 
extensive. 

We have found suspension laryngoscopy to be 
the best means of directly studying the larynx 
preoperatively and at the time of biopsy. This 
method permits visualization of the entire larynx 
as well as the mouth of the esophagus, and thus 
provides information necessary to select the pro- 
cedure best suited to the individual case. 


INDICATIONS 


Laryngectomy should be performed only on 
patients who are in good or fair physical con- 
dition. Thus, a thorough physical examination is 
a preoperative requisite. The importance of elim- 
inating cardiorenal, diabetic and metastatic com- 
plications cannot be too strongly emphasized. 


The location, extent and degree of malignancy 
will largely determine whether or not a laryn- 
gectomy should be performed. Intrinsic car- 
cinomas of grade I or II limited to a portion of 
one vocal cord will usually respond favorably 
to a laryngofissure operation. More advanced 
intrinsic lesions of such size as to make a 
laryngofissure operation questionable require 
laryngectomy. Fixation of one vocal cord or 
arytenoid indicating invasion and infiltration by 
the malignant process is a definite indication for 
laryngectomy. Posterior extension of the lesion 
with arytenoid involvement predicates esophageal 
participation because of the abundant lymphatic 
network in this area. Early marginal lesions of 
the epiglottis are seen infrequently, because as a 
rule they do not produce symptoms in the early 
stages and when discomfort develops they are 
far advanced. Thorough surgical extirpation of 
these early growths when seen will usually re- 
sult in a complete cure. Carcinomas involving 
the base of the epiglottis may be deceptive, for 
they frequently infiltrate deeply and may extend 
by way of the lymphatics into the preepiglottic 
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space. Laryngectomy with removal of the hyoid 
bone and preepiglottic space gives best results in 
these types of cases. Subglottic lesions likewise 
do not produce early symptoms until the vocal 
cords become involved. Such carcinonias are best 
eradicated by complete removal of the larynx. 
Mild extrinsic lesions involving the aryepiglottic 
folds, the base of the epiglottis or the arytenoids 
will with surprising frequency respond success- 
fully to laryngectomy. 

If strict adherence to the indications for 
laryngectomy were observed, the percentage of 
cures following this operation would be much 
higher. In the last few years we have accepted 
for laryngectomy fairly advanced cases of ex- 
trinsic carcinoma which formerly were considered 
inoperable. Although the rate of recurrence in 
these cases is high, the salvage is sufficient to 
justify performance of such a radical operation. 
Postcricoid carcinomas are seldom diagnosed 
early, as symptoms appear relatively late, and 
consequently the prognosis in such cases is grave. 
In spite of this two patients with postcricoid 
carcinoma seen in the early stages of the disease 
lived more than five years following laryn- 
gectomy. 


TECHNIC 


The fundamental principles of surgery govern 
whatever technic is used in the performance of 
a laryngectomy. Sedation and a local anesthetic 
have been employed in the majority of cases in 
this series. If the patient becomes restless during 
the operative procedure, a general anesthetic is 
administered, preferably as soon as the trachea 
has been severed. 

In our early experience laryngectomies were 
performed through a cross T incision followed 
by complete dissection of the larynx. At no 
time was the hyoid bone severed or removed and 
following the operation numerous rubber tube 
drains were inserted into the wound. Esophageal 
fistulas were frequent and always prolonged hos- 
pitalization. Since 1931 we have used the straight 
line incision extending from above the hyoid 
bone to the suprasternal notch. Many years later 
this approach was popularized as the narrow- 
field technic. This incision has served excellently 
in the performance of laryngectomies and is ex- 
tended only when complications occur. The 
incision is carried down to the thyroid cartilage, 
the cricoid cartilage and the upper three rings 
of the trachea so that when the strap muscles 
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are dissected free on each side, the entire larynx 
is skeletonized. The hyoid bone is split in the 
median line to permit wider exposure of the 
larynx. If there is any indication of involvement 
of the preepiglottic space, the technic is altered 
so as to remove the hyoid bone together with the 
preepiglottic space. A Gelpi retractor provides 
the best exposure and all vessels are ligated. 


The thyroid gland is divided in the median 
line and dissected free from its attachments to 
the surface of the trachea. The trachea is par- 
tially divided just below the cricoid cartilage 
and the tracheal mucosa on both sides of the 
incision is injected with procaine to help control 
hemostasis while every effort is made to prevent 
blood from flowing down into the trachea. A 
small flap or tongue is fashioned on the posterior 
wall of the trachea, provided there is no sub- 
glottic extension. The trachea is then completely 
severed and an accurately fitting rubber tube is 
inserted into the trachea and held in place by 
safety pins. This tube is controlled by the an- 
esthetist, who sits at the head of the table. 
Dissection of the larynx is continued from above 
and below, and when the posterior portion of the 
larynx is completely free, just prior to opening 
of the hypopharynx, the anesthetist uses a suc- 
tion tube through the mouth to aspirate retained 
secretions so that they will not spill into the 
wound. 

The hypopharynx is exposed by means of an 
incision in the mucosa in the interarytenoid re- 
gion, depending, of course, upon the extent of 
the malignancy. As soon as the mucosa is in- 
cised, a piece of yard gauze soaked in mer- 
thiolate® solution is introduced into the hypo- 
pharynx. If the epiglottis is not involved, trac- 
tion is made on the larynx and the mucosa on 


_ the lingual surface of the epiglottis is gradually 


dissected free. This exposes both superior laryn- 
geal vessels, which must be ligated. Careful dis- 
section will permit incision of the mucosa on the 
edge of the epiglottis; in this way much mucosa 
is preserved and only a small opening is created 
in the hypopharynx, so that adequate tissue is 
left for repairing the defect. When removed, 
the larynx is immediately split open posteriorly 
and examined carefully to be sure that all the 
malignancy has been extirpated. Meticulous care 
is given to closure of the hypopharyngeal open- 
ing. Interrupted atraumatic sutures are used to 
approximate the delicate mucosa. This is rein- 
forced by a second and third layer of sutures 
which approximate the edges of the constrictor 
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muscles. We believe that attention to this phase 
of the operation is largely responsible for the 
development of fistulas in only a very few of 
our patients. The edges of the hyoid bone are 
approximated with heavy sutures. A small curved 
cutaneous flap is dissected free on either side of 
the trachea. Numerous sutures anchor the trachea 
to the cutaneous margins and the tracheal flap 
previously referred to is then utilized to create 
an adequate tracheal stoma. 


A small dermal drain is inserted through the 
incision into the lateral angles on each side. The 
wound is closed tightly, a number 8 laryngectomy 
tube is placed in the tracheal opening and an 
ace bandage maintains pressure on the entire 
neck for the first seventy-two hours. This band- 
age is reapplied when the wound is dressed. 


Block dissection of the cervical lymph nodes 
is not done routinely. In advanced extrinsic 
carcinoma and in those patients with glandular 
enlargement but in whom the nodes are not too 
large or too extensive, radical neck dissection is 
performed. 


In a number of patients because of dyspnea 
emergency tracheotomy was necessary. When 
such a procedure becomes necessary and it is 
realized that laryngectomy is inevitable, the 
tracheotomy is performed preferably through the 
cricothyroid membrane, sacrificing, if necessary, 
a portion of the cricoid cartilage. This procedure 
preserves the continuity of the tracheal rings, 
thereby assuring a good firm tracheal stoma. 


Postoperative Care.—Nourishment is given 
through a nasal feeding tube and adequate anti- 
biotics are administered. The feeding tube is 
removed on the fifth or sixth postoperative day. 
The average patient is ready to leave the hospital 
on the seventh day, when he reports to the office 
for further instruction in the care of the tube 
and the development of speech. 


RESULTS 


Although laryngectomy is an extremely radical 
and disabling operation, in indicated cases it is 
a life-saving procedure, and our patients are all 
grateful for added years and freedom from 
cancer. Laryngectomized patients readjust rather 
nicely to their new mode of life. The majority, 
under proper guidance, quickly learn the funda- 
mentals of an esophageal voice, and development 
of such speech is limited only by their initiative. 
Surprisingly good voices are developed by many 
of them. One of our patients is now assistant 
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professor of speech in a large university and 
lectures regularly to medical students. The few 
who fail to develop esophageal speech may suc- 
cessfully use an electrolarynx. These patients, 
from all walks of life, are as a rule a happy lot, 
eager and able to resume their position in the 
economic and social world and ever grateful for 
their freedom from malignancy. 


In spite of the fact that a number of our 
patients were not only advanced in age but also 
gave a history of cardiovascular disorders, there 
were no operative deaths in the present series. 
This is probably in part due to careful preopera- 
tive medical investigation of the patient and close 
cooperation with the internist. 


Of the 171 patients in the present series 70.3 
per cent survived five or more years; 5 patients 
lived eight years; 6 nine years, 3 ten years, 1 
eighteen years and 2 twenty years. It is, of 
course, extremely difficult to evaluate results 
of treatment of cancer anywhere in the body be- 
cause the prognosis depends upon a number of 
factors. Perhaps the most important of these 
are the extent of the lesion and the grade of the 
malignancy. Obviously, the higher grades have 
a poorer prognosis, even with the best available 
treatment, than in the lower grades. As would 
be expected, in the present series, the majority 
of our recurrences were in patients with grade IIT 
carcinoma. Thus, 60 per cent of the 29.7 per 
cent of recurrences in the 171 patients were in 
those with grade III carcinomas and 30.8 per 
cent in those with grade II carcinomas. An 
enlarged cervical lymph node is usually the first 
indication of a recurrence. In such cases block 
dissection of the neck, performed promptly and 
followed by roentgen therapy, may help to prolong 
life but, of course, in all such cases the prognosis 
is poor. Recurrences are inevitable in a certain 
number of cases and a second operation is not 
always successful but it can occasionally provide 
some degree of comfort in the remaining months 
of life. 


SUMMARY 


Of 537 patients with carcinoma of the larynx 
encountered in our private practice during the 
past twenty years, 171, or 31.7 per cent, had 
such extensive lesions that laryngectomy was 
necessary. Of this latter group, 70.3 per cent 
survived five or more years and 2 patients lived 
twenty years postoperatively. Of the 171 pa- 
tients, 29.7 per cent had recurrences, of whom 
over two-thirds had grade III carcinoma. 
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DEXTROCARDIA SECONDARY TO 
FOREIGN BODY IN LEFT BRONCHUS* 
REPORT OF TWO CASES 


By Murpock EgvueEn, M.D. 
FRANK BUCKNER, M.D. 
GEORGE RoacnH, M.D. 

and 
RoBerT Brown, M.D. 
Atlanta, Georgia 


When a bronchus is completely obstructed by 
tumor, blood clot, mucus, or by foreign body 
with accompanying inflammatory reaction, the 
air distal to the obstruction will rapidly be 
absorbed with resultant atelectasis. If a large 
part of the lung collapses in this way. the 
mediastinum shifts towards the obstruction. This 
phenomenon has long been recognized and it may 
often be diagnosed by physical examination only. 


It is, however, not so generally appreciated 
that when a foreign body in the bronchus pro- 
duces only incomplete obstruction, this obstruc- 
tion may allow air to go beyond it but not to 
return. Such valve-like action results in over- 
distention of the lung distal to the foreign body, 
and when this emphysema becomes marked there 
will be a shift of the mediastinum away from 
the obstruction. If the foreign body is not radio- 
paque, the roentgenogram may appear puzzling; 
this is especially true if the foreign body is in 
the left bronchus. It is only too well known that 
an object dropped into the trachea of a person 
in the upright position will drop straight down 
into the large right bronchus. It must be re- 
membered though that violent coughing may 
expel the foreign body from the right bronchus 
and then it may enter the smaller left bronchus 
from which it is not easily dislodged. 


CASE REPORTS 


Case 1.—A little boy, 15 months old, had been be- 
coming increasingly dyspneic for more than a month. 
When he was brought to the Ponce de Leon Infirmary 
on January 26, 1951, his mother said that this trouble 
had started suddenly with a severe paroxysm of coughing 
when he was eating pork unobserved. She guessed that 
he had aspired a piece of bone. 

The child was in rather serious condition. Respiration 
was labored and cyanosis was evident. The left chest 





*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-Fifth Annual Meeting, Dallas, 
Texas, November 5-8, 1951. 
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was hyperresonant and the mediastinum was shifted to 
the right. The x-ray of chest (Fig. 1) revealed marked 
emphysema of the left lung with depression of that 
leaf of the diaphragm and a shift of the mediastinum 
to the right. The right lung was somewhat compressed. 

Especially in view of the history of sudden onset, the 
diagnosis of foreign body in the left main bronchus 
was made. 

Under ether anesthesia a 3 mm. bronchoscope was 
passed. The orifice of the left bronchus was choked 
with purulent exudate and granulation tissue. The 
exudate was aspirated. In pinching off the granulation 
tissue something hard was encountered. When the 
bronchus had been cleaned out and the bleeding stopped 
with epinephrine, a firm white object was seen. This 
was grasped with forceps and removed. It proved to be 
a piece of bone measuring 7 by 14 mm. 

By the time the bronchoscope was out, a dramatic 
change had taken place in the baby’s condition. His 
respiratory difficulties cleared up promptly and in a few 
minutes his color was good. He was kept in an oxygen 
tent for eight hours as a precautionary measure, and 
penicillin and streptomycin were administered twice a 
day. He went home well on the fourth day. 


Case 2—A woman in south Georgia, hearing of the 
first case, saw a striking resemblance in it to that of her 
own 14-months-old son. Christmas day he had ex- 
perienced an episode of choking, followed by wheezing 
and fever. An x-ray of the chest had revealed a shift 
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Partial obstruction of the left bronchus by a piece of bone 
has caused great over-distention of the left lung ard depression 
of the left diaphragm. This has pushed the mediastinum to 
the right and compressed the right lung (Case 1). 


EQUEN ET AL.: 


DEXTROCARDIA 17 


of the heart to the right. The baby hac continued to 
wheeze with frequent bouts of fever. She brought him 
to the infirmary on March 5. 

On admission he was breathing hard, wheezing with 
every breath. Hyperresonance was noted all over the left 
chest. While the baby was asleep breath sounds were 
suppressed on the left, but they came through well 
when he was screaming. The x-ray (Fig. 2) confirmed 
the emphysema of the left lung and the shift of the 
mediastinum to the right. 

Again the diagnosis of a foreign body in the left 
main stem bronchus was made. 

This child did not appear so critically ill as the first 
one. It was, therefore, decided to try for 2 days to 
get his fever down with antibiotics before operating. 

The 3 mm. bronchoscope revealed the lining of the 
trachea diffusely inflammed, with cloudy fluid exuding 
from the left bronchus. After aspirating this, a sandspur 
was seen wedged in the bronchus. This was removed 
with forceps. 

This child did not get along quite so well as the first 
one. It was necessary to keep him in an oxygen tent 
for 20 hours. After that, in spite of penicillin and strep- 
tomycin, for several days he ran a fever every afternoon, 
once going to 103° (rectal). No explanation of the 
fever was found. At the end of a week, however, he 
was in excellent condition. 





Fic. 2 


Partial obstruction by a sandspur impacted in the left lung has 
caused emphysema of the left lung with a shift of the medi- 
astinum to the right, compressing the right lung (Case 2). 
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DISCUSSION 

While the diagnosis of a ball-valve obstruction 
may be inferred from the history and physical 
condition, and can be made pretty definitely 
from a roentgenogram revealing emphysema on 
the affected side, if there is any question as to 
the diagnosis it is advisable to have plates made 
on both inspiration and expiration. On inspira- 
tion the leaf of the diaphragm on the unob- 
structed side will be lowered and the mediastinal 
contents will bend to shift to the midline. On 
expiration, however, the bronchial walls around 
the obstruction will collapse and prevent the 
expulsion of air distal to the foreign body; con- 
sequently, while the leaf of the diaphragm on 
the unobstructed side has ascended, the leaf on 
the side of the obstruction remains where it was, 
and the mediastinum shifts towards the un- 
affected side. At the same time, it must be 
remembered that when the obstruction has re- 
sulted in extreme emphysema, these signs may 
be less pronounced; it must also be remembered 
that if the foreign body is in a smaller bronchiole, 
only the lobe or lobule distal to the obstruction 
will be dilated. 

SUMMARY 


Two cases are reported in which a translucent 
foreign body in the left bronchus had permitted 
air freely to enter that lung, but interfered with 
the air which was leaving the lung. The resultant 
emphysema had caused a shift of the medi- 
astinum to the right. This shift had been verified 
by x-ray one month and three months, respec- 
tively, before definitive treatment was attempted. 

The bronchoscopic removal of the foreign 
bodies, a piece of bone and a sandspur, was 
followed by prompt recovery in each case. 


CONGENITAL DYSPLASIA OF THE HIP 
JOINT IN EARLY INFANCY* 


By RicHarp D. Hawkins, M.D. 
Biloxi, Mississippi 


The literature of this subject is voluminous. 
However, practically all the published articles are 
of an orthopedic nature and appear in orthopedic 
and surgical journals. In a recent and complete 
treatise by Kreuz and Shands! on congenital dis- 
location of the hip, eighty-one different articles 

*Read in Section on Pediatrics, Southern Medical Association, 


Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 1951. 
*From Children’s Clinic, Biloxi, Mississippi. 
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are listed in the bibliography and only six of 
these appeared in journals that are likely to be 
read by the physicians that care for infants and 
children. It is felt that standard textbooks of 
pediatrics, as well as most medical school and 
resident teaching fail to stress adequately the 
important findings leading to an early diagnosis 
of this crippling disorder. The fact that the 
orthopedist still does not see the majority of 
these cases until after the age of walking is 
further evidence to support the view that this 
subject has not been adequately emphasized to 
the pediatrician and family physician. Certainly 
the physician who cares for the patient during 
early infancy is the key man in the proper 
handling of this anomaly. 

The purpose of this writing is to stress the 
important findings leading to an early diagnosis 
and to make physicians who care for infants 
more cognizant of this condition as it appears 
before the age of walking. During a three-year 
period (January 1948 to January 1951), the 
author saw six infants with congenital dysplasia 
of the hip. The observation of this comparatively 
large number of cases in a small pediatric out- 
patient service has prompted this writing. 


IMPORTANCE OF EARLY DIAGNOSIS 


Chandler’ points cut that the diagnosis of con- 
genital dislocation of the hip, unfortunately, 
rarely is made before walking; most cases coming 
to the orthopedic surgeon because of delay in 
walking plus a limp. As quoted from an article 
by Howorth,* 

“Congenital dislocations of the hip should be reduced 
as soon as possible after they are recognized, as early 
results are more favorable in proportion to the early age 
of the patient.” 

Kreuz and Shands! in their excellent treatise 
say that in the first few months of life the dis- 
placement is so minimal that it suffices to place 
the normally flexed infant’s thigh in slight abduc- 
tion to obtain reduction. Apparently, there is 
general agreement that the cardinal factor in the 
prevention of crippling from this disorder is early 
diagnosis followed by early treatment. 

Let us not be confused by terminology. Con- 
genital dysplasia of the hip refers to a delayed 
and inhibited ossification of the cartilaginous 
structures which enter into the formation of the 
hip joint, namely: the innominate bone and 
femur. This dysplasia results in an inadequate 
and deformable joint socket. Primary dysplasia 
may be complicated by dislocation of the hip 
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(luxation), or by subluxation of the hip. When 
the femoral head is completely displaced from 
the acetabulum there is luxation; when partially 
displaced, subluxation; and when there is no dis- 
placement, presubluxation. Obviously, the most 
important factor leading to the sequelae of dys- 
plasia is weight-bearing. The majority of the 
cases of congenital dysplasia of the hip are not 
recognized nor treated until after walking and in 
the cases where the sequelae have not occurred 
and the diagnosis is less obvious, symptoms may 
not appear until later in adult life. No doubt, 
many cases diagnosed as osteoarthritis, degenera- 
tive hip disease, infection, Legg-Perthe’s disease 
and malum coxae senilis actually represent late 
sequelae of congenital dysplasia of the hip. 

As the late Vernon L. Hart* put it, 

“No other chapter of medicine presents greater possi- 
bilities in preventive pediatric-orthopedic medicine than 
congenital dislocation of the hip.” 


EARLY RECOGNITION 


Theoretically, our aim should be to recognize 
this anomaly at the first examination of the 
infant. In cases five and six, it was diagnosed 
at ages six and eight hours respectively (Figs. 6 
and 7). If the physician is cognizant of the im- 
portant signs, many of these cases will be recog- 
nized during the initial examination of the infant. 

Under the age of six months one rarely sees 
the hip dislocated. Therefore, the signs that are 
seen on physical examination are those caused 
by an improperly formed joint socket. So, as we 
consider this anomaly in early infancy, we can- 
not expect to see such dramatic findings as an 
obviously elevated trochanter and a lateral 
prominence of the head of the femur on the 
affected side. 


The history is of very little importance. Dur- 
ing the latter portion of the first year one may 
get the chief complaint of a delay in pulling up 
or a delay in toddling with support. Occasionally 
the mother will have noticed less movement of 
the lower extremity of the affected side. How- 
ever, one usually finds this condition in early 
infancy by routine examination and without a 
history prompting a search for it. 

The close relationship between congenital hip 
dysplasia and congenital clubfoot is both interest- 
ing and important. Kreuz and Shands! refer to 
an article by Bomfin where it is reported that of 
364 cases with a primary diagnosis of dysplasia 
of the hip, 55 per cent had associated clubfoot, 
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and of clubfoot, 39 per cent had associated hip 
dysplasias. This evidence should certainly prompt 
one to obtain a routine hip x-ray on every case 
of clubfoot. 

In contrast to the history, physical examina- 
tion is most important in early recognition of 
congenital dislocation of the hip. It is felt that 
no case of congenital dislocation of the hip will 
pass into the walking stage unrecognized if the 
physician does a thorough examination of the 
lower extremities during each well-baby examina- 
tion. Now let us consider the dysplastic hip in a 
small infant (Fig. 1). 

Relative immobilization of the hip may often 
be the only sign found in an early case. The 
adductors are found to be spastic and abduction 
with the hip flexed will be limited on the affected 
side. The normal range is 75 to 90 degrees from 





Fic. 1 


Sketches of infant to illustrate physical findings. A and B, 
after Kreuz and Shands!, show asymmetry of skin folds which 
are suggestive of right congenital hip dysplasia. C, after 
Kreuz and Shands!, shows the most satisfactory method of 
demonstrating shortening. Note the right knee is lower than 
the left. D, after Hart,‘ demonstrates limited abduction of 
the left hip. (Reproduced by permission of authors and 
publishers). 
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the perpendicular and in congenital dysplasia of 
the hip the range is 45 degrees or less. The thigh 
may be held in a state of flexion and resistance 
is met on attempted extension. The affected side 
may be relatively motionless. The rotational atti- 
tude of the extremity is variable and is not an 
important sign. 

The presence of asymmetrical skin creases of 
the thigh is the most obvious of all findings and 
is the finding that most often leads one to in- 
vestigate the patient more thoroughly for dys- 
plasia. The dysplasia of the acetabulum makes 
for an unsteady hip joint and the surrounding 
muscles respond in an effort to effect increased 
stability by becoming spastic. These spastic 
muscles tend to produce more deeply furrowed 
folds and also increase the number of skin folds 
by their upward pull. Although this finding is 
obvious, it is also the most unreliable of all 
signs; it occurs in normal infants (particularly 
in obese babies) and its absence has no im- 
portance. In addition, there is less apt to be an 
asymmetry if the dislocation is bilateral (35 to 
40 per cent are bilateral). 


The presence of a higher gluteal fold on the 
affected side is a more reliable sign than asym- 
metrical skin creases of the thigh but again is 
not diagnostic. This finding is often present in 
the very young infant with this condition. In 
addition, there is usually an elevation of the 
popliteal fold on the affected side. Measured 
shortening is very reliable if it is present; how- 
ever, in infants who have not walked this may 
be absent. 


The difference in leg length is often difficult 
to determine in early life. The best method of 
demonstrating shortening is to lay the infant on 
its back, flex the hip and knees moderately and 
place the feet parallel and together on the table. 
Shortening will be revealed by the difference in 
knee levels, the affected side being lower (Fig. 
xy. 


An extremely valuable finding is the jerk or 
click sign originally described by Ortolani.* The 
thighs are flexed 90 degrees and are gradually 
abducted. If there is displacement of the head 
of the femur or a tendency toward luxation, 
there will result a palpable and at times audible 
jerk or click as the head meets the acetabular 
surface. This sign is not a constant finding in 
dysplasia of the hip, but when it is present one 
can be absolutely sure of the diagnosis. The 
sign is pathognomonic of dysplasia of the hip. 
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The jerk sign was demonstrable in cases five and 
six during the first twenty-four hours of life. 
This sign should not be repeatedly demonstrated 
as the delicate cartilaginous femoral head could 
possibly be damaged by this unwarranted trauma. 


Another often described sign is the so-called 
telescoping sign. To carry out this maneuver 
one grasps the extended lower extremity and 
pushes it superiorly, attempting to slide the 
head of the femur upward. If the slipping of 
the head upward is accomplished, then tele- 
scoping is said to be present. In the six cases 
presented, this sign could not be demonstrated 
satisfactorily. In the hands of the author this 
was an unimportant sign. 

When the physician sees a sign or signs re- 
motely suggesting congenital dislocation of the 
hip, he should order x-rays without delay, and 
be qualified to pass judgment on the films. The 
x-ray findings have not been brought adequately 
to the attention of the physicians who care for 
infants. The greatest difficulty encountered in 
the interpretation of the x-rays is that of proper 
positioning of the infant. It is granted that it 
is impossible to obtain constant and desired 
positioning in small infants, but every effort 
should be made to have the infant in a true 
supine position with the legs together and the 
feet parallel and pointing upward. The important 
x-ray findings are shown and discussed in Figs. 
2 to 7. 

The most important and most reliable early 
roentgenographic finding in congenital dysplasia 
of the hip is the deficiency of the upper margin 
of the acetabulum. In evaluating the acetabula 
of questionable cases, it becomes apparent that 





Fic. 2, Case 1 


T. J., a white male 21 months, was brought in by his mother 
because of a right-sided limp. Note the increased acetabular 
index on the right, the broken obturator-coxofemoral curve and 
the smaller and less dense right capital epiphysis. 
measurements demonstrate a complete dislocation. This illustrates 
well the effect of weight bearing on a dysplastic hip. 


Bruce’s 











Vol. 45 No. 1 


a method more accurate than observation of the 
roentgenogram is needed. Bost et alii’ have cited 
the measurements of Hilgenreiner which present 
a method that can be used in the interpretation 
of the roentgenogram. Of Hilgenreiner’s measure- 
ments, the portion in which we are interested is 
the acetabular index. In this measurement, a 
transverse line is drawn between the lowest tips 
of the ilia at the region of the triradiate cartilage. 
Then a line is drawn from the tip of the ilium to 
the upper and outer portion of the acetabulum. 
The angle formed by these two lines is designated 
as the “acetabular index’’®. Not only is this index 
of value in diagnosis, but it also may be used in 
following the progress of a patient during treat- 
ment. The acetabular index has been recorded 
in Figs. 2 to 7. 





Fic. 3, Case 2 


B. B., a white female 9 months, was referred with the diagnosis 
of rickets, but instead the patient was found to have the 
clinical signs of congenital dysplasia of the left hip. The x-ray 
shows a broken obturator-coxofemoral curve, an increased ace- 
tabular index, and a smaller and less dense capital epiphysis 
on the left. Bruce’s measurements suggest a subluxation. This 
figure also illustrates poor position of patient when x-ray was 
taken 





Fic. 4, CAsE 3 


P. F., a white female 542 months, was seen during a well- 
baby examination and clinical signs of congenital dysplasia of 
the right hip were observed. This x-ray presents a picture of 
questionable diagnostic signs. There is not a great difference 
in the acetabular indices or the capital epiphyses. The 
obturator-coxofemoral curve is definitely disrupted on the right. 
The consulting orthopedist agreed that the right hip was 
dysplastic and the infant was treated. Perhaps the infant’s 
course would have been uneventful without treatment but the 
gamble is too great. 
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Kleinberg and Lieberman® report measure- 
ments of the “normal” acetabula in ten patients 
under one year of age with unilateral dislocation 





Fic. 5, Case 4 


V. R., a white female 6 months, was seen during a well-baby 
examination. The physical findings were suggestive of con- 
genital dysplasia of the right hip. The x-ray reveals a broken 
obturator-coxofemoral curve and no capital epiphysis on the 
right side. The acetabular index is greater on the right but is 
less than 30 degrees. Many would doubt the diagnosis on this 
case, but again orthopedic treatment was instituted. 





Fic. 6A, Case 5 


S. S., a white female, was seen first at age 6 hours and was 
found to have the jerk sign of Ortolani on the right side. The 
x-ray at that time revealed high acetabular indices bilaterally 
and it was felt there was a definite dysplasia on the right and 
probably on the left. The consulting orthopedist was not sure 
of the diagnosis but a Frejka pillow splint was recommended. 
The splint was used only occasionally by the mother. 





Fic. 6B, Casr 5 


S. S. (same patient as Fig. 6A) was seen again at 8 months 
and the x-ray at that age was convincing. The right hip is 
definitely subluxated and the left side appears in good condition. 
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Fic. 7A, Case 6 


C. S., a white female, was seen at age 8 hours. There was an 
asymmetry of the femoral skin creases and the gluteal fold 
was elevated on the left side. The jerk sign of Ortolani was 
present. The initial x-ray shows an increase acetabular index 
and a broken obturator-coxofemoral curve on the left side. The 
acetabular angle is also fairly large on the right side. 





Fic. 7B, Case 6 


C. S. (same patient as Fig. 7A) at age 5 months. 
findings at this age are unequivocal. 


The x-ray 
as follows: high 27.5°, low 15°, average 23.6°. 
It was decided that it would be of value to 
determine the acetabular index of a larger group 
oi normal infants under one year. Therefore, 
hip x-rays were taken of 38 females and 39 males, 
all of whom were under one year of age. These 
infants ranged from 1 month to 12 months of 
age and had no clinical evidence of congenital 
dysplasia of the hip. The results are given in 
Table 1. 


MEASUREMENTS OF THE ACETABULAR INDEX OF 39 
MALES AND 38 FEMALES UNDER THE AGE OF ONE YEAR 








(High Degrees) (Low Degrees) (Av. Degree: 
Males, right hip (39) 29.0 14.3 21.2 
Males, left hip (39) 28.0 14.5 21.7 
Females, right hip (38) 30.0 14.0 22.2 
Females, left hip (38) 29.0 15.0 22.5 
Average of the 154 hips 21.9 


TaBLe 1 
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In observing Table 1, one sees that the index 
is higher on the left side in both males and 
females and that the average index is higher in 
females than in males. These observations may 
relate to the known fact that there is a higher 
incidence in girls than in boys. From this study 
of 77 normal infants, it is felt that an acetabular 
index of 30 degrees or more is suggestive evidence 
of dysplasia; however, an index of less than 30 
degrees does not rule out the diagnosis. This 
index is obviously a very rough measurement 
and it no doubt varies according to the position 
of the infant in relation to the x-ray tube. In 
fact, it should not be considered as final proof 
of the presence of this anomaly. 

The epiphyseal center of the head of the femur 
tends to be decreased in size, less dense, and 
irregular in outline in this condition. The 
changes seen in this ossification center are prob- 
ably due to lack of proper stimulation on the 
affected side. This is a very helpful and valuable 
diagnostic finding, but is of no aid during the 
first few months when the epiphyseal centers 
have not yet appeared. 

The obturator-coxofemoral curve is formed by 
drawing a line along the superior margin of the 
obturator foramen and continuing this line across 
to the medial aspect of the femur and down 
along its surface (Figs. 2-7). In the normal hip 
this is usually a smooth unbroken curve. If the 
femur has been displaced superiorly any degree, 
this curve will be broken. This x-ray finding is 
very important and is often extremely useful in 
making a final decision in many questionable 
cases. However, in young infants this curve may 
be broken without hip dysplasia, since there is 
often a degree of physiological coxa valga in this 
age group. Therefore, this is a supportive sign. 

Bruce’s’ measurements are of great value after 
the appearance of the osseous capital epiphysis. 
A horizontal line is drawn through the lowest tips 
of the ilia at the region of the triradiate cartilage 
and then lines are drawn from the lateral tips of 
the acetabula and perpendicular to the horizontal 
line. If the lateral edge of the acetabulum on the 
affected side is not discernible, then draw the per- 
pendicular line on the normal side and construct 
other line equidistant from the center of the 
pelvis. Normally the epiphyseal center lies below 
the horizontal line and medial to the vertical line. 
In dysplasia with presubluxation the epiphyseal 
center will be in a normal position. If there is 
subluxation, the center will lie below the hori- 
zontal line but lateral to the vertical line. If 
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there is luxation or dislocation, the osseous center 
will be both above the horizontal line and lateral 
to the vertical line. These measurements are of 
great importance, but we must discover dysplasia 
of the hip joint prior to the time these measure- 
ments become of value in diagnosis. 


DISCUSSION 


The important features in the early recognition 
of congenital dysplasia of the hip are: 


(A) History, usually of no practical value 
(B) There is a very definite relationship between con- 
genital clubfoot and this condition 
(C) Physical findings 
(1) Relative immobilization of hip 
(a) Limited abduction 
(b) Less movement of extremity on af- 
fected side 
(2) Asymmetrical skin creases of the thigh 
(3) Elevated gluteal and popliteal folds on 
affected side 
(4) Jerk or click 
present 
Measured shortening, may not be present 
prior to walking 
(6) Telescoping sign 
X-ray findings 
(1) Acetabular index: a rough measurement of 
deficiency of the upper acetabular margin 
Epiphyseal center of the head of the 
femur, decreased in size and density 
(3) Broken obturator-coxofemoral curve 
(4) Displacement of the capital epiphysis 


sign, pathognomonic if 


(5 


(D) 


(2 


Our aim should be that every case be diag- 
nosed before the onset of walking and, as stated 
previously, upon the first examination. In recent 
years it has become more apparent that in the 
examination of newborns and well babies certain 
observations, which are often neglected, are neces- 
sary in the early recognition of various pathologic 
conditions. As example of this type of observa- 
tion is the routine palpation of the femoral ar- 
teries, which is an important diagnostic aid in 
the detection of coarctation of the aorta. Another 
important routine examination that every phy- 
sician should perform is that of checking the 
lower extremities for any evidence of congenital 
dislocation of the hip. Only by doing this rou- 
tinely will all the cases be discovered and referred 
to the orthopedic surgeon at the optimal time, 
before the onset of weight-bearing. 

In many cases one will have difficulty in de- 
ciding whether or not the anomaly is present. 
Spontaneous cure in mild cases without treat- 
ment has been observed and it is true that per- 
haps some of the cases you refer would have 
never needed treatment. On the other hand, if 
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there is sufficient evidence present to warrant 
the diagnosis, regardless of how minimal the 
findings, the cae should be referred to the ortho- 
pedist. Some may say that the radiologic evi- 
dence in one or two of the six cases presented 
in this paper is inadequate for the diagnosis of 
congenital dysplasia of the hip. Certainly the 
x-ray findings in some of the presented cases 
are questionable and flimsy; however, it is felt 
that enough evidence was present on physical 
and x-ray examination to warrant the diagnosis 
and to prompt the author to refer the cases for 
orthopedic observation and therapy. The ortho- 
pedist agreed with the diagnosis in all six of the 
presented cases and all were subsequently treated. 
The diagnosis does not depend on any one find- 
ing, but upon the total evaluation of all findings. 


Case 5 (Fig. 6) is an excellent example of a prob- 
lematical case. This patient was first seen at the age 
of eight hours during a routine neonatal examination. 
The examination was negative except for relative im- 
mobilization of the right lower extremity with resistance 
to abduction of the right thigh and a clearcut jerk sign. 
The patient was referred to an orthopedist, who thought 
that the x-ray findings were not too convincing. How- 
ever, the patient was treated by the orthopedist with a 
Frejka pillow splint, which was used only occasionally 
by the mother. The patient came in again at the age 
of eight months and the x-ray findings at that time were 
doubted by no one. 


Case 6 (Fig. 7) further illustrates the importance of 
early physical findings. This patient was seen at 8 hours 
of age and there was an asymmetry of the femoral skin 
creases and the gluteal fold was elevated on the left 
side. There was resistance to abduction on the left and 
the jerk sign of Ortolani was present. Again, the x-ray 
findings were not too definite. The infant was treated 
with an abduction bar, but as can be seen in Fig. 7B, 
this was unsuccessful. This case shows that the early 
physical signs are extremely important, even more so 
than the x-ray findings. It also suggests that if definite 
luxation is present at birth (as shown by the jerk sign 
of Ortolani) the infant should be treated by extreme 
abduction in a plaster cast. 


SUMMARY 


The obvious importance of the early recogni- 
tion of congenital dysplasia of the hip is stressed. 
Luxation and subluxation are the usual sequelae 
of this condition; however, many cases diagnosed 
in later life as osteoarthritis, degenerative hip 
disease, infection, Legg-Perthe’s disease and 
malum coxae senilis probably represent late 
sequelae of congenital dysplasia of the hip. 

The important physical and x-ray findings are 
discussed and summarized. These findings are 
illustrated by sketches and x-rays of six cases 
which have been observed during the past three 
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years. The difficulties which are inherent in 
arriving at a definite diagnosis are discussed. 
The important relationship between congenital 
hip dysplasia and congenital clubfoot is empha- 
sized. 

This challenge in preventive pediatric- 
orthopedic medicine will be met only by cogniz- 
ance and subsequent early recognition. 
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THE HISTOCHEMICAL APPROACH TO 
PATHOLOGY EXEMPLIFIED IN STUDIES 
ON GLOMERULAR DISAPPEARANCE* 


By J. F. A. McManus, M.D. 
Charlottesville, Virginia 


The histochemical approach to pathology has 
actually two parts. The first is one of viewpoint. 
The second part is one of methods and technics.! 

In the attitude or viewpoint part of the histo- 
chemical approach to pathology there is a con- 
sideration of disease as far as possible in chemical 
terms. For example, we take the basophilic 
hyperchromatic cell with a large basophilic 
nucleus and a large nucleolus as representing 
active nucleoprotein synthesis. We think of the 
active nucleoprotein synthesis as occurring in 
malignant cells, and in actively growing cells 
whether in repair or in embryonic life. Similarly 
many other pathological processes are capable of 
being considered in chemical terms. The reaction 
between tissues and bacteria in very many in- 
stances can now be worked out in terms of the 
chemistry involved. For example, the propensity 
of the pneumonococcus with its carbohydrate 
capsule to involve tissues and surfaces where 

*Chairman’s Address, Section on Pathology, Southern Medica! 


Association, Forty-Fifth Annual Meeting, Dallas, Texas, November 
5-8, 1951. 
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there is a mucinous lubricant is well known. The 
pneumonococcal pneumonia, empyema, peritonitis 
and arthritis are understandable upon these data, 
that the pneumonococcus needs carbohydrate for 
its growth and virulence and that mucinous sur- 
faces contain carbohydrate. 


The viewpoint having been directed toward 
the consideration in chemical terms, one has a 
large number of technics which are available for 
study. Although the ever advancing and increas- 
ing number of histochemical technics makes a 
collection of them at the present time a difficult 
procedure, enough of the technics have been in- 
dicated in Gomori’s chapter,’ in Lillie’s book,° 
and in Glick’s book* to provide a fairly good 
over-all survey. Granted that such a survey is 
possible, I should like to discuss with you the 
fashion in which histochemical technics have been 
used in the elucidation of a pathological process. 


Everybody is familiar with the scarred hyaline 
knot which is found in the cortex of the kidney. 
Depending upon the amount and degree of disease 
these hyaline knots may be frequent or they may 
be sparse and scarce. With the ordinary hema- 
toxylin and eosin stain they appear to consist of 
an eosinophilic homogeneous material with an 
occasional cramped, crowded nucleus. With other 
histological procedures more can be made out. 
For example, with the van Gieson stain, if the 
acid fuchsin is strong, the hyaline knot resolves 
itself into a yellow staining hyaline material and 
a red staining compressed core. Similarly with 
the Mallory Heidenhain or the trichrome stain 
of Masson or its variants similar structural details 
can be made out. 

Using the PAS or periodic acid-Schiff’s 
method® for the study of the hyaline glomerulus 
it is rapidly appreciated that the hyaline knot 
represents the gravestone of the glomerulus. 
There are (1) a peripheral basement membrane 
left and recognizable, (2) a hyaline material 
filling in the space of Bowman’s capsule and, 
(3) a compressed thickened glomerulus. These 
are the changes found in arteriosclerotic scars as 
in the disease hypertension when it is associated 
with arteriosclerosis in sections colored with the 
PAS method. 

Tracing back less changed but similarly altered 
glomeruli in the arteriosclerotic kidney one can 
find a sequence of events which I have illustrated 
in the monograph, ‘Medical Diseases of the 
Kidney.’® The early stages were described by 
McGregor many years ago. The process of dis- 
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appearance of a glomerulus in arteriosclerosis, 
which as McGregor suggested is due to ischemia, 
seems to begin with a wrinkling of the capillary 
basement membrane of the glomerulus. The 
wrinkling is followed by the deposit of a hyaline 
material internal to the basement membrane. The 
space of Bowman’s capsule is filled with a 
hyaline material. Eventually, the glomerulus may 
remain simply as a hyaline scar. Sometimes the 
parietal basement membrane disappears. 

These groups of findings in the arteriosclerotic 
kidney give us a means of recognizing the effects 
of ischemia on the glomerulus as it occurs in 
other diseases. It is being recognized more and 
more that ischemia and arteriosclerosis compli- 
cate the histological picture of the kidney in 
pyelonephritis and in glomerulonephritis, the 
other two large main classes of glomerular in- 
volvement. 

Since the glomerulus occupies the central posi- 
tion in our study of the kidney, it is worthwhile 
to pause and consider for a moment why this 
pre-eminent position is given to the glomerulus. 
First of all, as far as we can make out at the 
present time, the whole of the blood flow through 
the normal kidney goes through the glomeruli 
before it reaches tubules or interstitial tissue. 
Damage in the glomerulus and alteration of its 
blood flow can produce, by itself, changes in the 
distribution of blood to the tubules and inter- 
stitial tissue. This can be blamed for lesions in 
the rest of the kidney. Again the reaction of the 
tubules may be protean. The tubules may 
atrophy or hypertrophy as Oliver’ has demon- 
strated. Whenever there is protein in the glo- 
merular filtrate the tubular epithelium may show 
colloid droplets.6 Whenever there is fat in the 
glomerular filtrate the tubules may show fatty 
droplets in tubular epithelium,® and similarly 
for a great many other changes. On the other 
hand, the glomerular changes in disease are 
characteristic and they can be marked out for 
the large main classes of glomerular disease,® 
when studied in PAS-stained sections. 

From the viewpoint of glomerular alteration 
the lesion of acute glomerulonephritis is quite 
simply and directly an acute diffuse inflammation 
of the glomeruli of both kidneys. It is mimicked 
in some cases in necrotic glomeruli in malignant 
hypertension. There is a similar appearance in 
many cases where there has been a very high 
polymorphonuclear leukocytosis.? However, as 
has been pointed out elsewhere,° the involvement 
of the interstitial or intercapillary space of the 
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glomerulus in acute glomerulonephritis is char- 
acteristic and definitive. The further sequence 
of changes in glomerulonephritis takes the form 
of proliferation of capsular epithelium with the 
formation of the “crescent.” It was pointed out 
long ago by Harvey!® that tubular structures 
may appear in the “crescent.” This has been 
fully illustrated recently by myself® and even 
more recently by Allen'! who has described 
similar structures in the “crescent,” calling them 
adenoid structures. In any event, no matter 
what you call them, they are characteristic of 
glomerulonephritis. In the chronic stages of 
glomerulonephritis one may find the hyaline knot 
of the glomerulus surrounded by a halo of new 
tubular structures which have basophilic cyto- 
plasm, a small lumen, and a rather thick and 
conspicuous basement membrane. All this shown 
in the PAS preparations. 


The changes in pyelonephritis are quite dis- 
tinct and different. There is a striking infiltra- 
tion of the glomerulus by inflammatory cells, 
usually from a point of adhesion between glo- 
merulus and capsule. Fibrosis accompanies this, 
extending into a segment of the glomerulus. The 
eventual taking over of the glomerulus by fibrosis 
beginning in a segment is the characteristic fea- 
ture of pyelonephritis. Fahr!? and Schoen’ and 
Davson!* have recognized these appearances, very 
well seen in the PAS-stained sections. 


The appearances of ischemia have already been 
described. Characteristic changes are produced 
also by Kimmelstiel-Wilson’s intercapillary glo- 
merulosclerosis!5 which have been fully described 
and will not be re-emphasized here. It is worth 
repeating, however, that the glomerulus which is 
affected by intercapillary glomerulosclerosis does 
not ordinarily show any of the signs of ischemia. 
Conversely the glomerulus which is involved dif- 
fusely by ischemia does not show the changes 
of intercapillary glomerulosclerosis.'° This sug- 
gests that some filtration effect in the develop- 
ment of intercapillary glomerulosclerosis may be 
present. 


Similarly characteristic changes can be made 
out in embolic glomerulonephritis where segments 
of glomeruli are involved in a scattered inconstant 
fashion. Lupus erythematosus disseminata has 
some of the features of the embolic lesion of the 
glomerulus. It has usually coagulated material 
which appears internal to the capillary filtration 
surface. This has the appearance of the so-called 
wire loop lesion. 
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Acute or malignant hypertension shows a num- 
ber of arterial changes such as intimal elastosis 
of the interlobular arteries and probable necrosis 
of arterioles as well as many ischemic glomeruli. 
In the glomeruli the characteristic changes are 
produced by a thrombo-necrosis of the afferent 
arteriole. There are infarcted glomeruli which 
may have an acute inflammatory reaction in them 
and which may show something resembling 
“crescent” formation. These changes are pre- 
sumed to represent incomplete necrosis of the 
glomerulus. They may be confused, as has been 
mentioned previously, with acute glomerulo- 
nephritis. 

We have then by histochemical methods re- 
viewed the pathology of the various types of 
glomerular involvement in disease (Fig. 1). The 
glomerular changes are shown up with a pre- 
cision which allows a separation one from an- 
other. We know then something about the 
“what” of a number of glomerular diseases. We 
know also something about the ‘‘why” and “how” 
of some of these. In many others the “why” 
and the “how” are not clear. I should like to 
spend a few remaining minutes discussing with 
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you the recent studies which Dr. Lupton and 
Mr. Harden, one of our medical students, and I!’ 
have made. They may elucidate something of 
the unexplained features of glomerular ob- 
solescence.!* 


You will recall the alkaline phosphatase method 
of Gomori. This method in essence makes use 
of sections of tissue in which the alkaline phos- 
phatase has not been destroyed by heat or by a 
poison in the fixative. Sections of tissue are in- 
cubated with the substrate, usually glycerophos- 
phate, and a buffer to maintain the proper pH, 
and a calcium salt. The calcium salt precipitates 
the phosphate as formed by the phosphatase 
action from glycerophosphate. It can be shown 
that the precipitation of the phosphate occurs 
at the sites of phosphatase activity. The phos- 
phate is then demonstrated as black cobait 
sulphide after the calcium has beer replaced by 
cobalt. 


In the ordinary phosphatase method of Gomori 
glycerophosphate is used as a substrate. More 
recently the method has been extended to the 


use of hexodiphosphate as a substrate and 
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Gomori,?? Newman and others,?! and our group 
at the University of Virginia have been using 
muscle adenylic acid as a substrate. 

Muscle adenylic acid is adenosine-5-phosphate. 
It is a breakdown product of adenosine-tri- 
phosphate. It is also called 5-nucleotide. The 
enzyme which breaks down this 5-nucleotide 
can be called 5-nucleotidase or muscle adenylic 
acid phosphatase. It is quite specific and does 
not appear to be activated by magnesium or in- 
hibited by magnesium. The two features of lack 
of activation and lack of inhibition by magnesium 
separates the 5-nucleotidase from the ordinary 
alkaline phosphatases. 

The 5-nucleotidase of tissue has an interesting 
distribution and includes smooth muscle, par- 
ticularly in the aorta and in some of the visceral 
arteries. In our experience the smaller renal 
arteries have not had the enzymes under normal 
conditions. The enzyme is present in many nerve 
structures in the central and peripheral nervous 
system, and it is especially strongly concentrated 
in the posterior pituitary, the thyroid and in- 
testine. Strangely enough, it is present in ob- 
solescent glomeruli. ' 

Keeping on the main theme of this talk, the 
obsolescent and obsolete glomerulus, let me dis- 
cuss the localization of 5-nucleotidase in the 
glomeruli. Studies by Drs. Lupton, Harden and 
me!7 !8 upon this subject have been reported 
elsewhere. We have shown that 5-nucleotidase 
is concentrated in the hyaline filling, in the space 
of Bowman’s capsule in ischemic glomeruli. They 
contain no ordinary alkaline phosphatase activity. 
Usually there is no hexodiphosphatase activity. 
In the glomerulus that is completely obsolete, 
that is when it is simply a hyaline knot, one 
does not find 5-nucleotidase activity. In other 
groups of glomeruli characteristic features of 
malignant hypertension may be seen. Here there 
is some 5-nucleotidase activity in the altered 
glomerulus as well as in the hyaline which fills 
up the space of Bowman’s capsule. 

In pyelonephritis, there is a diffuse concentra- 
tion of 5-nucleotidase in the majority of glo- 
meruli. In glomeruli which are in the process 
of being scarred due to pyelonephritis one finds 
the 5-nucleotidase distribution following pretty 
well that of the PAS-positive material, scarring 
and fibrosing the glomerulus. 

We have not studied any case of acute glo- 
merulonephritis. In a case of subacute glomeru- 
lonephritis, the 5-nucleotidase activity was shown 
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to be concentrated in a damaged glomerulus 
rather than in the “crescent” in the space of 
Bowman’s capsule which is the distribution in 
the ischemic glomerulus. 

We have studied a number of cases of 
Kimmelstiel-Wilson’s intercapillary glomerulo- 
sclerosis, and there is no particular concentration 
of 5-nucleotidase in the hyaline intercapillary 
material. This is another good evidence for the 
special nature of intercapillary glomerulosclerosis 
marking it out from ischemia and from the other 
types of alteration of glomeruli. 

I believe that we have reviewed the natural his- 
tory and development of a hyaline knot in the 
cortex of the kidney in sufficient detail to in- 
dicate that there are many diseases from which 
the hyaline knot may develop. By studying this 
hyaline knot histochemically one can make out 
several of the varieties of disease. The ordinary 
hematoxylin and eosin stain shows features in 
all which are indistinguishable, one from an- 
other. However, with the PAS method these 
hyaline knots do show striking differentiating 
features and can be recognized as resulting from 
a particular disease. 


In addition and presented just as unfinished 
business there is the matter of the 5-nucleotidase 
activity in obsolescent glomeruli. The character- 
istics of diseases which have been seen with the 
PAS method can be recognized also in the 5- 
nucleotidase preparation. It is too early to say 
what the presence of 5-nucleotidase in glomeruli 
means. However, it is worth pointing out that 
the nucleotides are essential materials, physi- 
ologically important in making up the co-enzyme 
system. There is a great deal of evidence that 
poisoning with nucleotides may have something 
to do with the shock which follows body in- 
juries.” 

It is perhaps not too broad a hypothesis to 
suggest that some of the features of other body 
diseases which have an increased amount of 
5-nucleotidase in the tissues, as in some of these 
kidney diseases, may be associated with an over- 
destruction of the nucleotides by diseased tissues. 
This is a hypothesis with little substantiation. 
It is presented in order to indicate one of the 
fashions in which the histochemical approach to 
pathology may be leading to practical considera- 
tion of disease. 
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EXTRA-MAMMARY PAGET’S DISEASE* 


DISCUSSION OF PATHOGENESIS 
By J. W. Eversote, M.D.' 
Jacksonville, Florida 


Paget’s disease of the breast was first described 
in 1874. Histologically similar lesions occur in 
other parts of the body, the so-called extra- 
mammary Paget’s disease. The pathogenesis of 
both mammary and extra-mammary Paget’s dis- 
ease has been the subject of many studies.! ? 4 
The pagetoid changes are thought by some to 
be primarily epidermal with extension of the 
process into the dermis. Others believe the epi- 
dermal changes are secondary to an underlying 
carcinoma. To investigate this problem serial 
sections were made of a cutaneous implant of a 
papillary epidermoid carcinoma in which the 
epidermis showed pagetoid changes. The sections 
illustrate principles applicable to the pathogenesis 
of extra-mammary Paget’s disease. They are the 
subject of this report. 


CASE HISTORY 


A 50-year-old white farmer, H. G. S., Acc. No. 132326, 
had a suprapubic cystostomy in 1935 for removal of 
multiple urinary bladder tumors. One year later fifteen 
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1 to 10 mm. papillary epidermoid carcinomas Grade I 
were removed by transurethral fulguration. Recurrent 
urinary bladder tumors were fulgurated in 1938, 1939 
and 1941. In 1950 a second suprapubic cystostomy was 
performed with removal of several papillary tumors and 
excision of the old midline abdominal scar. 

At operation a cystic mass 1.5 cm. 
cupied the superior pole of the scar. 
to the skin of the abdominal wall. There were no 
adhesions between the scar and the urinary bladder. 
The mass was first observed by the patient fifteen years 
before, soon after the initial suprapubic cystostomy. It 
had slowly increased in size, and had remained essentially 
asymptomatic. 

Gross pathology description is as follows: The specimen 
is an ellipse of skin and subcutaneous tissue measuring 
7.0 x 1.5 x 1.5 cm. containing a centrally placed linear, 
white, shiny, healed surgical scar. The upper pole of the 
scar contains a discrete, cystic, slightly elevated, non- 
ulcerated, reddish-blue, round mass 1.5 cm. in diameter. 

Microscopic studies show that the epidermis is studded 
with lacunae containing from one to thirty pagetoid cells. 
These cells are large, round and symmetrical. Their 
cytoplasm is either clear or foamy, and moderately rich 
in carbohydrate as demonstrated by PAS and R and O 
staining reactions. The nuclei are well preserved, large. 
distinct and contain prominent nucleoli. Mitotic cell 
division is infrequent. Pagetoid cells are scattered 
throughout all levels of the epidermis. Although they 
are more numerous in the basal and prickle cell layers, 
groups of tumor cells are present in the granular layer 
and some are being exfoliated (Fig. 1). 


in diameter oc- 
It was confined 


The dermis and upper subcutaneous tissue are par- 
tially replaced by a papillary cystic epidermoid car- 
cinoma. The characteristic cell is large, discrete and 
vesicular with prominent nucleus and nucleolus. The 
cytoplasma is rich in PAS positive material possibly 
glycogen. The tumor features an intracystic papillary 
growth pattern. The stromal projections are covered 
with transitional type epithelium. The tumor is sur- 
rounded by compressed connective tissue without evi- 
dence of encapsulation. Some of the skin appendages 
are unaltered while others are partially destroyed or 
completely replaced by carcinoma (Fig. 1). 
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Lesion of abdominal wall illustrating relationship of cutaneous 
implant to the epidermis (H. and E. x 30). 








wa ov 


ws 


ae i 


is 





Vol. 45 No. 1 


DISCUSSION 


The intra-epithelial tumor cells apparently are 
not of epidermal origin. This is supported by 
the absence of intercellular bridges and kerato- 
hyalin granules. There is no evidence of transi- 
tion between epidermal and pagetoid cells, and 
there is a difference in morphology and staining 
reactions (Fig. 2). 

The mechanism of the transmission of the in- 
tradermal carcinoma to the epidermis is one 
phase of the pathogenesis of Paget’s disease. The 
intra-epithelial spread is another. The three 
common routes of carcinomatous dissemination 
were investigated, namely: direct spread, ex- 
tension along skin appendages and metastasis. 
This tumor does not extend directly to the epi- 
dermis. Frequently the carcinoma extends to 
within a few microns of the epidermis but is 
always separated from it by a narrow zone of 
dermis. The skin appendages have been sug- 
gested as a possible avenue for the transdermal 
and intra-epithelial spread. Each skin appendage 
can be followed through serial sections and this 
route of dissemination is excluded. Fig. 3 illus- 
trates a large dermal metastasis lying within an 
endothelial lined space. The metastasis ap- 
proaches the epidermis in subsequent sections 
and encounters the rete malpighii (Fig. 4). The 
metastasis is absorbed into the epidermis finally 
evolving into a characteristic pagetoid nest (Figs. 
5 and 6). Multiple Paget cell nests can be 
followed in serial sections until they fuse with 
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Ritter-Olson staining reaction showing similarity of intra- 
epithelial pagetoid cells and dermal carcinoma (R. and O. 
x 95). ; 
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adjacent cell nests. The composite picture is 
one of a solid mass of tumor invading all levels 
of the epidermis. The isolated cell nests rep- 
resent only a segment of the fused tumor mass. 
The spread of the tumor from the dermis and 
throughout the epidermis may be compared with 
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Dermal metastasis lying within an endothelial lined space 
(H. and E. x 130). 
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oo metastasis adjacent to rete malpighii (H. and E. x 
130). 





Dermal metastasis is partially surrounded by basal cells of rete 
malpighii (H. and E. x 130) 
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Dermal metastasis is incorporated within the epidermis and has 
the appearance of a Paget cell nest (H. and E. x 130) 





bladder 


Papillary epidermoid carcinoma grade I of the urinary 
(H.-and E. x 190). 


the familiar ‘‘collar-button’”’ abscess. The past 
problem in establishing the pathogenesis of 
Paget’s disease may indeed be a reflection of 
this growth pattern. 


It is difficult to prove that the intradermal 
carcinoma represents a Cutaneous implant of a 
urinary bladder carcinoma (Fig. 7). The evi- 
dence to support this relationship is chiefly 
histological. The clinical history is of little value 
since no one has observed enough cases of this 
type to describe the natural history of such a 
lesion. The histological similarity between the 
intradermal and the urinary bladder carcinoma 
has been observed independently and repeatedly 
by several pathologists. The significance of the 
PAS method staining reaction is not clear. The 
quantitative and qualitative 1, 2 glycol contents 
of the two lesions are similar. The location of 
the lesion in the abdominal scar suggests a rela- 
tion to the urinary bladder carcinoma. The 
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lesion is not in the ano-genital region, the 
common site of extra-mammary Paget’s disease. 
Each skin appendage can be followed in serial 
sections and the carcinoma does not arise in 
either hair follicles, sweat glands or sebaceous 
glands. 

The lesion from the abdominal wall has 
basically the histological characteristics of Paget’s 
disease occurring in the breast, and in extra- 
mammary sites. It is likely that the pathogenesis 
of this lesion as described and illustrated may 
be applicable to mammary and extra-mammary 
Paget’s disease of the skin. 


CONCLUSION 


An unsual case of neoplastic cells growing 
within normal epithelium of the abdominal wall 
is presented as an example of extra-mammary 
Paget’s disease. The tumor cells came from 
a cutaneous implant of a papillary epidermoid 
carcinoma of urinary bladder origin. 

The mechanism of the intra-epithelial spread in 
this case may be applicable to the pathogenesis 
of Paget’s disease. 
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THE EARLY TREATMENT OF 
THORACICO-ABDOMINAL WOUNDS* 


By James M. Mason, III, M.D. 
Birmingham, Alabama 


The term “thoracico-abdominal” is used to 
designate those wounds in which the pleural and 
abdominal cavities and the diaphragm have all 
three been traversed or otherwise injured and is 
not applied to separate wounds of the thorax 
and abdomen. 

Thoracico-abdominal injuries are considered 
primarily as abdominal wounds complicated by 
varying degrees of trauma to the diaphragm and 
lung. In many instances the amount of lung 
damage is relatively minimal and would not, in 
itself, warrant a thoracotomy. The necessity of 


*Chairman’s Address, Section on Surgery, Southern Medical 
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performing a laparotomy in the case of obviously 
injured or possibly injured intra-abdominal vis- 
cera is well established. By the same reasoning 
it is necessary to explore a thoracico-abdominal 
wound. The obtaining of adequate exposure of 
the inaccessible recesses of the upper boundaries 
of the peritoneal cavity constitutes one of the 
main problems in treating this class of injuries. 
The other problem is one of correcting altered 
cardio-respiratory physiology. This physiology 
is altered either by the injury to the thorax or 
as a result of opening the pleural cavity to ob- 
tain exposure adequate for repair of damaged 
structures. 


In order to obtain full benefit of the ad- 
vantages afforded by the thoracic approach one 
must understand the problems associated with 
alterations in the cardio-respiratory equilibrium 
and must be ready to correct these disturbances. 


If wars have ever been productive of any- 
thing of value, they may be credited with the 
production of various types of trauma, for our 
consideration here, of thoracico-abdominal in- 
juries, of sufficient magnitude and in sufficient 
numbers to allow surgeons to develop and to put 
into practice operative measures not previously 
employed. 


Advantages of the Thoracico-Transdiaphrag- 
matic Approach.—With the chest open a thorough 
cleansing of the pleural cavity can be effected 
by lavage with warm water. The pleural cavity 
often is grossly contaminated by perforated intra- 
abdominal hollow and solid viscera. This soiling 
develops in a retrograde manner through the tear 
in the diaphragm. Repair of lung and diaphragm 
injury and thorough cleansing of the pleural 
cavity are necessary in maintaining a low in- 
cidence of empyema. 


Operative Approach.—The diaphragm is usual- 
ly opened by extending the perforation in it in 
that direction which will give the best exposure 
of the injured viscera beneath it. If compatible 
with good exposure, an attempt is made to make 
the enlargement in the direction of the fibers 
of the diaphragm. 


When the incision is one of election it is made 
through the ninth or tenth interspace or by 
resecting the ninth or tenth rib. If one wishes 
to extend the incision across the costal arch, 
having used an incision through the bed of the 
resected tenth rib or through that interspace, he 
need only lower the incision at its anterior pole 
to the interspace between the tenth and eleventh 
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ribs and avoid cutting across cartilage, since in 
most patients this portion of the costal arch will 
be fibrous instead of cartilagenous. 


Some surgeons advocate using a separate 
laparotomy incision in addition to the thor- 
acotomy, should transdiaphragmatic exploration 
of the abdominal cavity reveal lesions or the 
possibility of lesions that cannot be adequately 
exposed through the diaphragm. Others advocate 
extending the thoracic incision through the costal 
arch and across the abdominal wall, a thoracico- 
abdominal incision. Objections to the latter in- 
cision are that it may create instability of the 
chest and enhance the chances of postoperative 
pulmonary complications and that it predisposes 
the costal cartilage, if cut, to infection. 

This incision has been used numerous times in 
cases both with and without existing costal arch 
injury. Colostomy has been performed in some 
of the cases. A stable chest wall has resulted 
after closing the incisions and infection has not 
been a problem. 


Both the separate laparotomy incision and the 
thoracico-abdominal incision are applicable and 
are equally satisfactory. I prefer the thoracico- 
abdominal incision, particularly on the left. It 
has been my experience that when one encounters 
this situation, namely, need of additional ex- 
posure to that obtained by the thoracico- 
transdiaphragmatic incision, the separate lap- 
arotomy incision will prove to be the one of 
choice in right-sided injuries and the thoracico- 
abdominal incision the one of choice on the left. 


Considerations as to Side Involved.—The 
seriousness of thoracico-abdominal injuries may 
be considered in regard to the number of intra- 
abdominal viscera that are damaged. The ana- 
tomical position of the viscera allows for classi- 
fication of the wounds as to the side of the body 
involved. When the wound is a perforating one 
the trajectory of the missile may be projected 
by lining up the wound of entrance with the 
wound of exit and some idea as to organs in- 
volved may be fairly well predicted. When the 
injury is a penetrating one the course of the 
missile cannot be so well visualized. Antero- 
posterior and lateral x-ray views of the chest and 
abdomen or stereoscopic views will be of great 
help in locating the position of a retained foreign 
body or bodies and often by studying such x-ray 
films the course of the missile can be traced by 
flecks of opaque material which are left in its 
wake. 
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When the right diaphragm is traversed the 
liver is almost always injured. The liver often 
acts as a barrier preventing damage to other 
organs. However, when an intraperitoneal organ 
other than the liver is injured from the right 
side it usually means that the entire substance 
of the liver has been traversed by a missile or 
a transmitted force and serious damage has been 
inflicted. 


In left-sided injuries more intra-abdominal 
organs are apt to be involved and from that 
viewpoint they may be considered more dan- 
gerous than right-sided ones. However, ab- 
dominal visceral injury sustained from the right 
is usually more serious because of the associated 
damage to the liver. 


Wounds of the Liver and the Necessity of 
Closing Perforations of the Diaphragm.—In re- 
porting a series of 330 cases of abdominal wounds 
treated in an evacuation hospital in World War 
II, Mediterranean Theatre, Imes! states that the 
liver was injured 78 times. 

“In four cases in which small (less than 0.5 cm. in 
diameter) missiles were apparently retained in the liver, 
from roentgenographic study, and in which there was 
no clinical evidence of other visceral injury, exploration 
was not done. These four patients recovered unevent- 
fully.” 

This is quoted because the question of how 
to handle solitary small penetrating wounds of 
the liver is one that often arises. Many such 
injuries of the liver and diaphragm if treated 
conservatively or if overlooked will be followed 
by bile empyema and subphrenic abscesses. Many 
surgeons have, however, a small series of cases 
of small penetrating wounds of the liver treated 
similarly to those reported by Imes. In general, 
though, these injuries are so liable to complica- 
tions that they are, with few exceptions, best 
treated by exploration, preferably by thora- 
cotomy, in order to obtain firm closure of the 
diaphragm. Ample drainage to the site of liver 
injury is mandatory. 

Tuttle? reports two incidences of late treatment 
in cases where wounds of the diaphragm were 
overlooked. 


“They were both on the right and there were ac- 
companying wounds of the liver. Each developed a 
biliary-pleural fistula with subsequent infection of a 
large overlying hemothorax. Bronchial fistulae were also 
present. Decortication of the lung with closure of the 
bronchial fistulae had to be done in each instance. In 
one an excellent result with complete expansion of the 
lung and removal of the tubes in 10 days was ac- 
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complished; in the other, the bronchial fistula reopened, 
the lung collapsed, and a chronic empyema had to be 
accepted.” 

On the right side, even though the diaphragm 
be well sutured, the complication of biliary 
pleural fistula may develop if an adequate exit 
for bile is not provided in the form of subcostal 
drainage. Bile may accumulate beneath the 
diaphragm and break through the suture line 
into the pleural cavity. 

Small lacerations, fractures, and penetrating 
wounds of the liver may be sutured. I practice 
packing large wounds. The packs are loosened 
on the seventh day and finally removed on the 
tenth or eleventh day, having been shortened each 
day after the seventh. Care is taken to prevent 
sealing over of the drainage tract from above 
by forcing the tract to close by granulations 
coming up from below. This is done by loosely 
packing the tract each day until obliterated. 

Whether sutured or packed, adequate external 
drainage is necessary. I do not hold with the 
view taken by some that external drainage should 
be avoided if possible on the grounds that sec- 
ondary infection results in a retrograde manner 
from without. Any infection produced in this 
manner has been minimal in my experience and 
has been taken care of by the external drainage. 
The advantage of affording an exit for the escape 
of bile offsets in my mind any small possibility 
of introducing by a drain or pack secondary in- 
fection into the liver. 

The necessity of closing perforations of the 
diaphragm is well recognized. Only small open- 
ings on the left and small openings on the right 
located near the midline can be adequately closed 
from below. The best closures on either side are 
made from above. 


The Management of Injuries to Specific Intra- 
Abdominal Viscera.—When injured, the spleen is 
best treated by removal. In so doing active 
hemorrhage is controlled and the possibility of 
delayed hemorrhage is removed. Removal of the 
spleen does not interfere with the normal func- 
tioning of the human organism. 

The stomach and small intestine when per- 
forated should be treated by suture or by resec- 
tion and primary anastomosis according to the 
extensiveness of the trauma. The pancreas when 
injured should be drained. 

Drainage and packing of kidney wounds is 
often indicated. Nephrectomy is seldom neces- 
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sary. Adequate kidney function and satisfactory 
healing are the rule even in extensive kidney 
injury. 

When the colon is involved one is immediately 
faced with the decision as to whether to suture 
or exteriorize the injured segment. Although 
primary suture or resection and primary an- 
astomosis are the procedures of choice in a pre- 
pared colon it will often be necessary to ex- 
teriorize the injured segment because adequate 
preparation for primary anastomosis has not been 
possible. 


Closure of Lung Lacerations—Many operators 
routinely suture all lacerations of the lung using 
either absorbable or non-absorbable suture ma- 
terials. Others make a practice of suturing only 
those lacerations which are bleeding and in 
which there is a bronchial fistula demonstrable 
on inflating the lung under positive pressure. 
Both procedures are satisfactory. I prefer sutur- 
ing all lacerations with absorbable material. 


Phrenic Nerve Crushing—It is often of ad- 
vantage to have the diaphragm immobilized by 
phrenic nerve crush in order to obtain closure 
in poorly accessible areas. I have noted no un- 
toward postoperative pulmonary complications 
attributable to the paralyzed diaphragm and do 
not hesitate to crush the phrenic nerve when 
immobilization is desired. 


CONSIDERATIONS REGARDING CARDIO-RESPIRATORY 
PHYSIOLOGY IN THORACICO-ABDOMINAL INJURIES 


(A) Shock.—Although the general concepts of 
resuscitation of the injured apply as well to 
those with thoracico-abdominal wounds, as to 
those with abdominal wounds, still the former 
group requires additional attention towards 
the disturbed or potentially disturbed cardio- 
respiratory equilibrium. This disturbance will, 
of course, be found in varying degrees. No 
routine can be adopted for all cases, but emphasis 
can be placed upon some of the problems which 
this altered physiology presents and upon some 
of the means at one’s disposal for correcting 
them. 


Difficulties at times arise in the administration 
of intravenous fluids because of the potential 
dangers of overloading a circulatory system 
already embarrassed by direct pulmonary trauma, 
hemothorax, pneumothorax, or a combination of 
these. The damage within the peritoneal cavity, 
hemorrhage or peritoneal contamination, may in 
itself call for, ideally, more vigorous and more 
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rapid restoration of blood volume than the pul- 
monary system can tolerate. Often adequate 
restoration of blood volume can be obtained only 
after an impaired cardio-respiratory imbalance 
has been improved or corrected. This can at 
times be corrected preoperatively or may not be 
accomplished without the intervention of surgery. 


(B) Thoracentesis——Aspiration of the pleural 
cavity preoperatively can be, and often is, of 
great help in relieving cardio-respiratory em- 
barrassment. Hemopneumothorax is, however, 
not always present and aspiration may not be 
indicated. The wound edges may remain in 
close apposition following injury and the chest 
may not actually “suck air.” Pneumothorax will 
develop, however, as soon as the wound in the 
chest wall is explored or when the abdomen is 
opened. In the latter case air will enter the 
pleural cavity in a retrograde manner through 
the opening in the diaphragm. Hemothorax is 
often retrograde from laceration of liver or spleen. 


Although some patients arrive in acute respira- 
tory distress and air and blood are immediately 
evacuated from the pleural space to give relief, 
many cases are in such condition that, without 
hazard, an x-ray examination, preferably in the 
upright position, can be made and an intelligent 
appraisal of the presence of and degree of air and 
fluid in the chest can be made. Thoracentesis is 
then performed or omitted according to the 
findings. 


(C) Intercostal Nerve Block—tntercostal 
nerve block with procaine or preferably with one 
of the longer acting oily solutions such as nuper- 
caine® in oil is invaluable in relieving pain and 
thereby allowing better aeration of the lung. 
This procedure may be used in the preoperative, 
operative, or postoperative phases of the patient’s 
treatment, and may be repeated as often as in- 
dicated without any harmful effects. 


(D) Tracheobronchial Aspiration in the Pre- 
operative, Operative, and Postoperative Phases.— 
Patients often arrive with blood and pulmonary 
secretions in their trachea and bronchi. Careful 
attention to the removal of these is one of the 
cardinal points in their treatment. This may be 
accomplished by having the patient cough 
spontaneously; by introducing an intratracheal 
catheter which will mechanically remove some 
secretions in addition to inducing the cough re- 
flex by irritation; and thirdly, by bronchoscopy. 
The use of the bronchoscope in the care of the 
injured plays an important role. 
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(E) Postoperative Expansion of the Lung.— 
In using the transdiaphragmatic approach the 
desired end result as far as the lung is concerned 
is full expansion as soon as possible. This is 
accomplished by expanding the lung under posi- 
tive pressure so that it comes out to the chest 
wall and remains there while the chest is finally 
closed in an air-tight manner. 


Catheter-water-trap drainage of the pleural 
space after thoracotomy is a well recognized pro- 
cedure and is widely used with good results. 
Early lung expansion is the objective. This ob- 
jective is often achieved and maintained by posi- 
tive pressure expansion alone at the time of 
closing the chest. Aspiration of air and fluid 
from the pleural cavity is often necessary 
whether the pleural cavity is or is not drained. 
Since pneumothorax can develop from leakage 
around the catheter and from accidents to the 
drainage bottle and since the technic of catheter- 
water-trap drainage by no means eliminates en- 
tirely the necessity of aspirating the pleural 
cavity, I frequently practice positive pressure 
expansion of the lung and air tight closure of the 
chest wall and depend on needle and syringe 
aspiration of air and fluid from the pleural 
cavity in the postoperative course. 


(F) Anoxia.—One of the problems, and per- 
haps the most immediately serious one, in 
thoracic surgery is that of contending with 
hypoxemia: the recognition and correction of it 
and the prevention of its going into irreversible 
anoxia and death. A rising blood pressure and 
a slow pulse are its cardinal signs and they must 
be combated by the administration of oxygen, 
mechanical obstructions of the air passages such 
as tracheo-bronchial secretions, pneumothorax 
and hemothorax having been removed. Oxygen 
under these conditions seems best administered 
by a nasal catheter properly placed or even 
better by means of the Boothby mask, at a rate 
of eight liters per minute. 


IN CONCLUSION 


We have presented and discussed the treat- 
ment of various injuries which involved simul- 
taneously the peritoneal and pleural cavities and 
the organs therein. 
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CONTINUOUS SPINAL ANESTHESIA 
IN THE TREATMENT OF SEVERE 
PREECLAMPSIA AND ECLAMPSIA* 


By GeorcE R. Jones, M.D., 
H. H. Ware, Jr., M.D., 
E. C. Garper, M.D. 
and 
P. J. McEvratu, M.D. 
Richmond, Virginia 


Since early in 1948 continuous spinal anes- 
thesia has been used in the treatment of most 
of the patients with severe preeclampsia and 
eclampsia admitted to the Medical College of 
Virginia Hospitals. 

In 1949 we! published a preliminary report 
of twenty-four patients treated with continuous 
spinal anesthesia. We now have 49 patients 
treated since our original report. At this time 
we wish to present some observations on the 
seventy-three patients. Thirty-five had severe 
preeclampsia and thirty-eight had eclampsia with 
convulsions. Two patients with eclampsia ad- 
mitted to the hospitals postpartum are included 
in this report. 

We are indebted to Hingson and Edwards for 
interesting us in caudal anesthesia in the treat- 
ment of patients with eclampsia. We have con- 
sulted Dr. Hingson for advice many times. 

Hingson and Edwards? in 1943 reported the 
use of continuous caudal anesthesia in the man- 
agement of twelve patients with severe toxemia 
of pregnancy. They stressed the following ob- 
servations in their series: slow and progressive 
fall in blood pressure, an increase in urinary 
output, the control of convulsions without other 
forms of sedation, the rapidity with which pa- 
tients regained consciousness and became cooper- 
ative, and the low fetal and maternal mortality. 

We have had more success with continuous 
spinal anesthesia than we had with continuous 
caudal anesthesia. We realize that this method 
of treating patients with severe preeclampsia and 
eclampsia is still in an experimental stage, it 
should be used with caution, and only in hospitals 
with anesthetists trained in the use of spinal 
anesthesia or by obstetricians with special train- 





*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Fourth Annual Meeting, St. Louis, Missouri, November 13- 
16, 1950. 

*From the Medical College of Virginia Hospitals, Richmond, 
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ing. We believe our results with this method of 
treatment justify a further investigation with a 
larger series. 

No attempt was made to select patients for 
this study, except that our most severe pre- 
eclamptic and all undelivered eclamptic patients 
were treated with continuous spinal anesthesia. 

In the thirty-eight cases with eclampsia, the 
convulsive seizures commenced antepartum in 
23 patients, intrapartum in eleven patients, and 
postpartum in four patients. 


Table 1 shows the age incidence. The youngest 
patient was 14 years of age and the oldest was 41. 
In our experience, eclampsia occurs frequently 
in young women, and 47.9 per cent of the 
patients in this report were under 20 years of 
age. 


Table 2 shows that most patients with severe 
preeclampsia and eclampsia had either inadequate 
or no prenatal care. Only 3 of the patients in 
this report had prenatal care that could be con- 
sidered nearly adequate. Fifty-four had either 
seen a physician or registered in a clinic, but 
they had not returned for regular prenatal care. 
Sixteen had no prenatal care of any type. Sixty- 
nine of the patients were Negroes and 4 were 
white. All of the patients were admitted to the 
ward service. 








INCIDENCE IN REFERENCE TO AGE 





Age in Years No. of Cases Per Cent 
14 to 15 ' . 6 8.2 
15 to 20 Raciiieeseriosaeias . 29 39.7 
20 to 25 20 27.4 
25 to 30 7 9.6 
30 to 35 5 6.9 
35 to 40 4 5.5 
40 to 45 2 2.7 

Total 73 100.0 








TABLE 1 








INCIDENCE IN REFERENCE TO PRENATAL CARE 





Care No. of Cases Per Cent 





JONES ET AL.: PREECLAMPSIA AND ECLAMPSIA 35 


Table 3 shows that approximately two-thirds 
of the patients were primiparas. 


Table 4 shows the number of convulsive 
seizures that occurred prior to the administration 
of continuous spinal anesthesia and the number 
of convulsive seizures that occurred during the 
treatment with continuous spinal anesthesia, both 
before and after delivery of the patient. The 
type of eclampsia is indicated for each case. 


In Table 5 we have recorded the average blood 
pressure on admission to the hospital and during 
the treatment with continuous spinal anesthesia. 
The average duration in hours that the spinal 
anesthetic was administered before delivery and 
after delivery is shown. We used metycaine® 
(gamma -2-methyl-Piperidino) -propyl benzoate 
hydrochloride) as the anesthetic for all cases in 
this report. We have tried to avoid sudden and 
rapid changes in the blood pressure level. This 
may explain the occurrence of convulsive seizures 
in some patients after the treatment had been 
started. We think the blood pressure should be 
lowered gradually. 


Table 6 shows the method of delivery. Nine- 
teen babies were delivered by cesarean section 
and all were alive and survived. 


TREATMENT 


As soon as possible after admitting a patient 
with severe preeclampsia or eclampsia, she is 
placed in a quiet, darkened room, and given 
dilaudid® grains 1/20 hypodermically. If the 
patient is in labor or if she is an eclamptic not 
in labor, a continuous spinal anesthesia is started 
immediately. 


An initial dose of 0.5 cc. of 1.5 per cent mety- 
caine® solution (7.5 mg.) is then injected. The 
blood pressure is recorded after 5 minutes and 
again after 10 minutes. After the initial record- 
ings the blood pressure should be obtained every 
15 minutes. Subsequent injections are given at 
15 or 30 minute intervals. As a rule, 0.5 cc. at 








INCIDENCE IN REFERENCE TO PARITY 











Adequate eee eee 4.1 Parity No. of Cases Per Cent 

Inadequate _... paar ae 74.0  Primiparas 48 65.8 

None Acumacisia 16 21.9 Multiparas cc Aan 34.2 

Total ici teichidteniasbadincnas . ¥ 100.0 Total 73 100.0 
TABLE 2 TABLE 3 
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15-minute intervals is all that is required. We 
never give more than 1 cc. at any one injection 
unless the patient is ready for delivery. The 
blood pressure readings will indicate the necessity 
for the frequency and the amount of solution 
required. The smallest amount that will produce 
the desired effect is the proper dose to use. 








CONVULSIVE SEIZURES PRIOR TO AND DURING 
SPINAL ANESTHESIA; TYPE OF ECLAMPSIA 





Convulsions Convulsions 
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A venipuncture is done and blood is drawn for 
the following determinations: (1) blood sugar, 
(2) nonprotein nitrogen, (3) uric acid, (4) car- 
bon dioxide combining power, (5) total and 
fractional proteins, (6) type, Rh and cross match- 
ings of blood. The venipuncture needle is then 
strapped in place. 

Intravenous fluids are then started through 
the needle already in place. The following solu- 
tions are given: (a) 400 cc. of 10 per cent 
dextrose solution in distilled water, (b) 80 cc. 
of sodium lactate solution, (c) 1.2 mg. of digi- 
























































Prior to During Spinal Total No. Type of toxin. 
Case Spinal Bef. Del. Aft. Del. Convulsions Eclampsia ea : : : 
acai mmmmaa metas The intravenous fluids are allowed to run in 
> 2 0 .) 3 Antepartum . . ° 
Ss. | 3 0 ’ : a slowly. A similar volume of dextrose is usually 
” ( 0 7 Antepartum . . “ . = 
e ©. ' Rs Antepartum iven every four hours until the patient can take 
> By Antepa ° . 
. | y 8 Postpartum the necessary amount by mouth. If a patient 
D. B. C Ss ° “hae ° 
: : . i has anuria or a very limited urinary output, the 
M. M 0 2 2 ntrapartum 9 - port <n ei 
wr achietin volume of intravenous fluids is limited to 250 
5 . 4+ + é é : 
es : : , Intrapartum CC: of 10 per cent glucose solution every 4 fours. 
G. C. “ ' Antepartum If, after the initial blood chemistry is reported, 
E. J. 15 1 Antepattum the carbon dioxide combining power is below 
M. D. ' \ Antepartum normal, additional sodium lactate is added to the 
M. R 10 l { 11 Antepartum 
B. J. 7 7 Postpartum — — 
R. M ; 4 Antepartum AVERAGE BLOOD PRESSURE ON ADMISSION AND AVER- 
as : ES AGE AFTER SPINAL ANESTHESIA; AVERAGE DURATION 
G. § 2 4 : mirapar" OF SPINAL AND AVERAGE AMOUNT OF METYCAINE® 
ae 0 : 4 Postpartum REQUIRED 
eS » 5 14 Antepartum ae aa” 
A. H ¢ 8 Intrapartum Average Blood Average Duration | 
7.6 1 , > Antepartum Pressure of Spinal (Hours) | s 
D. G. 6 0 6 Antepartum n oa | t¢ 
vA a ° > 2 u's 
I. R. 4 ) ) 4 Intrapartum oS 9 x 25 _$ = x By 5 
R. O 4 7 14 Antepartum 6 <5 28 23 23 2 235 
Zz ca Sn aA <@Q _ 44H 
Ss. B ( 1 1 Intrapartum -" 
E. H. 2 C 2 Antepartum Preeclampsia 
23 55/1 23 2. 3 2 
& <¢. 4 ' Intrapartum 35 190/12 155/100 2 12.9 59 = 60 
. p ; Eclampsia 
LC. 8 1 ) Antepartum a. sensaes eo ‘a " i oe 
M. M 6 1 9 7 Antepartum te 
D. W. 6 2 2 10 Intrapartum —— 
E 2 
» % 7 1 1 24 Antepartum 
M. R. 10 0 + 14 Intrapartum ——— — es ———— 
G. C. 5 14 19 Antepartum INCIDENCE OF TYPES OF DELIVERY AND FETAL 
. im A 0 0 1 Postpartum RESULTS 
i. T. . : ‘ Antepartum Number Fetal Results 
J. M. 0 2 ) Antepartum Type of Delivery Delivered Stillbirths Live Births 
B. M . 4 10 Antepartum Spont. vaginal delivery 22 5 17 
R. W 5 1 l 7 Intrapartum Forceps delivery 2% > 24 
B.. C. 8 2¢ hy 28 Intrapartum Breech extraction 4 2 2 
J.J 4 9 Antepartum Version and extraction 2 1 1 
M. J . Antepartum Cesarean section 19 0 19 
Total : oss os re ne Hysterotomy .- ; 1 l 0 
*Died after delivery. Total 74 11 63 
Taste 4 TABLE 6 
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subsequent dextrose injections. The patient should 
receive a maintenance dose of digitoxin (0.2 mg.) 
daily. 

As soon as the blood pressure is controlled and 
the level of the anesthesia is up to the umbilicus, 
the perineum is prepared for examination. A 
pelvic examination is done to evaluate the pelvis 
and to ascertain the condition of the cervix. At 
this time a Foley catheter is placed in the bladder; 
and it is drained every hour and the urinary out- 
put recorded. 

Special attention is given to the level of the 
anesthesia. It is not difficult to determine the 
level in a conscious patient. This is accomplished 
by testing the area of skin anesthesia. However, 
in the case of an unconscious eclamptic patient 
it is often quite difficult. In these patients the 
excursion of the intercostal muscles is observed 
closely. If there is any question about the level 
of anesthesia’s being too high, further injections 
of metycaine® are discontinued until we are cer- 
tain of the existing level. 

The air passages are freed of mucus and nasal 
oxygen is administered in all patients with any 
indication for this type of treatment. 

As soon as the patient becomes conscious and 
can cooperate, she is given orally 200 cc. of 
sweetened fruit juice or water every hour or two. 

When the patient is ready for delivery, addi- 
tional anesthesia is needed. This is obtained by 
placing the patient in a sitting position and by 
injecting 2 cc. of metycaine® slowly. This sitting 
position is maintained for fifteen minutes when 
possible. The level of anesthesia is then checked, 
and, as a rule, it is adequate for delivery. 


Table 7 shows the number of stillbirths and 
neonatal deaths, and the gross fetal mortality. 
Eliminating four babies dead in utero when the 
mothers entered the hospital, two premature 
babies weighing 610 grams and 1,757 grams, 
respectively, and one baby from a patient with 
extensive premature separation of the placenta, 
we have five babies left that might have sur- 
vived, giving a corrected fetal mortality rate of 
7.4 per cent. 








INCIDENCE OF STILLBIRTHS AND NEONATAL DEATHS 








Number Per Cent 
TR SIG, « scscctatennishinnistintinnicmmniniete 0 14.9 
Neonatal death etisinaptealiteibdtteastei saints pale 1.3 
Gross fetal mortality 12 16.2 








TABLE 7 
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STILLBIRTHS 


(1) E. M. The fetal heart tones were not heard on 
admission. The patient had a total labor of 28 hours. 
The babies were delivered spontaneously. They were 
macerated, and weighed 7 pounds, 3 ounces, and 7 
pounds, 7 ounces, respectively. 

(2) M. G. The baby was alive just prior to delivery 
as evidenced by the presence of the fetal heart sounds. 
The baby was delivered by breech extraction and was 
stillborn. Weight, 7 pounds, 1 ounce. 


(3) M. D. Hysterotomy was performed for the in- 
terruption of a pregnancy of 24 weeks’ duration. This 
produced a stillborn fetus weighing 610 grams. 

(4) L. B. The fetal heart tones were present on ad- 
mission. The patient had a total labor of thirteen and 
one-half hours. The baby was delivered spontaneously 
and weighed 3 pounds, 1434 ounces (1,757 grams). 

(5) L. R. The fetal heart tones were not heard on 
admission. The patient had a precipitous labor of 38 
minutes. There was approximately 50 per cent pre- 
mature separation of the placenta. The baby weighed 
2 pounds, 9 ounces. The mother died. 

(6) G. S. The fetal heart tones were present on 
admission. The patient had a total labor of 27 hours. 
The baby was delivered spontaneously and weighed 5 
pounds, 1%4 ounces. The mother died. 

(7) A. H. The fetal heart tones were 50 per minute 
on admission. The patient had a total labor of 25 hours. 
The baby was delivered by midforceps and weighed 5 
pounds, 1334 ounces. The mother’s Wassermann re- 
action was positive. 

(8) R. W. The fetal heart tones were present on 
admission. The patient had a total labor of 18 hours. 
The baby was delivered by low forceps and weighed 
5 pounds, 114 ounces. There was approximately 50 per 
cent premature separation of the placenta. 

(9) R. O. The fetal heart tones were present on 
admission. The patient had a total labor of 2734 hours. 
The baby was delivered spontaneously and weighed 5 
pounds, 1374 ounces. 

(10) J. J. The fetal heart tones were not heard on 
admission. The patient had a total labor of 9 hours. 
The baby was delivered spontaneously and weighed 5 
pounds, 6 ounces. 

Neonatal Death—(1) A.C. A living baby which 
weighed 7 pounds, 11 ounces, was delivered with low 
forceps. The condition of the baby at the time of de- 
livery was thought to be fair. After four and one-half 
hours, the temperature rose to 105° F. All attempts to 
lower the temperature failed and the baby died twelve 
hours after delivery. 


MATERNAL MORTALITY 


Seventy-three cases were managed by the treat- 
ment outlined. There were three maternal deaths 
in this series. Two of the patients who died had 
eclampsia and the other had severe preeclampsia. 

Case 1—G. S., a colored woman, gravida 1, para 0, 
17 years of age, was admitted to the hospital because 
of pregnancy near term and in early active labor. On 
admission, she appeared to be drowsy, lethargic, and 
edematous even in her face. Her lower extremities re- 
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vealed 3 to 4 plus pitting edema. The blood pressure 
was 210/130. The urine contained 4 plus albumin. The 
patient had two generalized convulsions soon after ad- 
mission and before the spinal anesthesia was started. She 
had fairly good response to spinal anesthesia. Her urine 
was grossly bloody on admission and only 102 cc. of 
urine was obtained during the first twelve hours that 
she received the continuous spinal anesthesia. She was 
delivered of a stillborn baby which weighed 5 pounds, 
1%4 ounces, 24 hours after admission. Before delivery, 
with administration of the spinal anesthesia and addi- 
tional sedation with dilaudid® and magnesium sulphate 
intravenously, this patient continued to have generalized 
convulsions every 1 to 5 hours, having a total of fourteen 
convulsions after the spinal was started and up to the 
time of delivery. After delivery she appeared to improve 
and 30 cc. of clear urine was obtained. Two hours after 
delivery her pulse gradually became imperceptible, res- 
pirations were reduced to 5 per minute, and her blood 
pressure became unobtainable. She died two and one-half 
hours after delivery. Autopsy report: “(a) Focal liver 
necrosis, moderate, (b) cerebral edema, moderate, (c) 
sub-endocardial hemorrhage, left ventricle of heart, (d) 
nephrosis, acute, bilateral, and, (e) pulmonary congestion 
and edema with focal intra-alveolar hemorrhages and 
terminal bronchopneumonia. The changes in the kidneys, 
especially in the distal convoluted tubules and loops of 
Henle, are consistent with those of lower nephron 
nephrosis.” 


Case 2—L. R., a colored woman, gravida 1, para 0, 
21 years of age, was admitted to the hospital because of 
a 28 weeks pregnancy complicated by hypertension and 
edema. On admission there marked edema about 
the face and eyes. The lower extremities revealed a 3 
plus pitting edema. Blood pressure was systolic 200, 
diastolic 150. Urine contained 3 plus albumin. The 
abdomen was tense, but no contractions could be pal- 
pated. Fetal heart sounds could not be heard. A sterile 
vaginal examination revealed that the cervix was 1-2 
cm. dilated, and the vertex of the fetal head presented 
at the level of the ischial spines. The membranes were 
protruding through the cervical os and were inadvertently 
ruptured. A continuous spinal anesthesia was begun and 
one hour after this she delivered spontaneously a stillborn 
fetus weighing 2 pounds and 9 ounces. The continuous 
spinal anesthesia was continued after delivery in an 
attempt to control her blood pressure and restore the 
urinary output. On the third postpartum day she had 
four generalized convulsions. On her fourth postpartum 
day she became comatose and remained in that condition 
until her death the same day. Her total urinary output 
was only 468 cc. during her four postpartum days. 
Autopsy was not permitted. 


Was 


Case 3—R. H., a colored woman, gravida 1, para 0, 
37 years of age, was admitted to the hospital because 
of a term pregnancy and active labor complicated by 
hypertension, severe headache, and visual disturbance. 
This patient was attended by an outside physician who 
gave her five minims of pituitrin® about four hours 
before she was referred to the hospital. On admission 
to the hospital, she was irritable, disoriented, and com- 
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plained of severe headaches. The uterus was firm and 
it did not relax. No fetal heart sounds were heard. Her 
blood pressure was systolic 210 and diastolic 120 and 
her pulse was 140 per minute. Her urine contained 4 
plus albumin. A sterile vaginal examination revealed that 
the cervix was almost completely dilated with the vertex 
not engaged in the pelvis. Her pelvis was generally con- 
tracted and there was marked cephalo-pelvic dispropor- 
tion. A continuous spinal anesthesia was started. The 
patient’s respirations became irregular; however, there 
appeared to be no paralysis of the intercostal muscles. 
Oxygen was given by mask and thirty-five minutes aiter 
the last dose of metycaine® by spinal, the patient’s 
respirations ceased entirely, and at this time her blood 
pressure immediately dropped from 230/120 to 60/50. 
Artificial respiration was given by positive pressure until 
her death eighteen hours after the spinal was given. Her 
pulse remained strong and around 88 per minute until a 
few minutes before death. 

Autopsy report revealed: (a) massive intraventricular 
hemorrhage of the brain, (b) focal and perilobular hem- 
orrhage and necrosis of liver, (c) thrombi (protein) of 
liver capillaries, (d) lower nephron nephrosis, (e) chronic 
pyelonephritis (mild), (f) generalized arteriosclerosis, 
(g) fatty infiltration and scarring of the myocardium. 


CONTROL OF BLOOD PRESSURE 


In most of our patients the blood pressure 
showed an immediate drop after the initial spinal 
injection. It rose gradually toward its former 
level, but was quickly lowered again by sub- 
sequent injections of metycaine.® When the 
patient was having uterine contractions, it was 
more difficult to control the level of the blood 
pressure because it varied considerably. After 
delivery, the blood pressure was more easily 
controlled and it remained more stabilized. Table 
5 shows the average blood pressure obtained at 
the time of admission and after the spinal anes- 
thesia had been started. It also indicates the 
average time and amount of the drug required to- 
control the cases in our series. 


In the group of 35 severe preeclamptic patients 
treated, the highest individual admission blood 
pressure obtained was systolic 240 and diastolic 
170 and the lowest was systolic 170 and diastolic 
110. The average admission blood pressure for 
all of the preeclamptic cases was systolic 190 
and diastolic 123 and the average blood pressure 
during treatment with continuous spinal anes- 
thesia was systolic 155 and diastolic 100. 

In the group of 38 eclamptic patients treated, 
the highest individual blood pressure obtained on 
admission was systolic 250 and diastolic 150 and 
the lowest was systolic 135 and diastolic 80. 
The average admission blood pressure for the 
entire series of eclamptic cases was systolic 180 
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and diastolic 115 and the average blood pressure 
during the treatment with spinal anesthesia was 
systolic 152 and diastolic 97. 


The duration of the continuous spinal anes- 
thesia varied from 1 to 145.5 hours. The amount 
of metycaine® administered varied from 30 to 
2,602.5 milligrams. 


CONTROL OF CONVULSIVE SEIZURES 


As indicated in Table 4, the thirty-eight pa- 
tients with eclampsia had a total of two hundred 
and fourteen convulsions prior to spinal therapy 
and a total of one hundred and eighteen con- 
vulsions after the treatment had been started. 
These results certainly do not indicate that the 
convulsize seizures were controlled by the use of 
spinal anesthesia. Thirty-eight patients had a 
total of 84 convulsions after the spinal anesthesia 
had been started and before delivery. The same 
patients had a total of 34 convulsions after de- 
livery while the spinal anesthesia was still being 
administered. We cannot credit the spinal anes- 
thesia alone with this reduction in the number of 
convulsions, because, after delivery in many of 
the cases, we used dilaudid® and nembutal® 
rather freely for sedation in addition to the spinal 
anesthesia. 


Hingson said that of the 74 cases of eclampsia 
treated with conduction anesthesia nerve blocks, 
only two of his patients had any convulsions after 
the institution of an effective nerve block. Of 
our 38 cases, 22 of the patients had convulsions 
during the administration of the spinal anesthetic, 
but only ten of these had four or more con- 
vulsions. 


IMPROVEMENT OF URINARY OUTPUT 


The urinary output was restored to a normal 
level in every case except the 3 who died. In 
most patients it required approximately 24 hours 
to restore the urinary output to a normal level. 
In the patients who were not in labor, the urinary 
output returned to normal immediately after the 
continuous spinal anesthesia was started. In the 
majority of patients during labor, the urinary 
output was reduced even though the spinal anes- 
thesia was being administered. We restrict the 
oral administration of fluids in patients in active 
labor and this naturally decreases urinary output 
even in normal patients. In every case, except 
the three that died, the urinary output was re- 
stored to normal within 12 to 24 hours after 
delivery. The 3 patients who died were the only 
patients with anuria or severe oliguria during 
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the administration of the spinal anesthesia. L. R. 
had a urinary output of only 468 cc. in four days, 
G. S. had 182 cc. during the 24 hours preceding 
death, and the third, R. H., had complete anuria 
when she was admitted to the hospital. 

As indicated by Turner and Houck the return 
of urinary output to a normal level may well 
be purely coincidental to the spontaneous re- 
establishment of urine flow. 


PULMONARY EDEMA 


Clinically this complication did not occur; 
however, at autopsy of G. S. the lungs revealed 
“pulmonary congestion and edema with focal intra- 
alveolar hemorrhages, and terminal bronchopneumonia.” 
We think that the absence of clinical pulmonary 
edema in the cases studied was due to early 
digitalization and the effect of the spinal anes- 
thesia creating a “bloodless phlebotomy.” This 
lessens the load on a heart that is greatly over- 
taxed, by pooling blood in the splanchnics and 
the lower extremities. 


LABOR AND DELIVERIES 


The presence of the continuous spinal anes- 
thesia gave an ideal analgesia during labor. The 
patients seldom knew they were having uterine 
contractions. The anesthesia did not seem to 
retard the progress of labor. 

Most of the deliveries were completed under 
the spinal anesthesia. In a few of the abdominal 
deliveries, an additional injection of procaine solu- 
tion 3-4 per cent was given through the same 
spinal catheter. 


With rare exception each patient on admission 
was given dilaudid® 1/20 grain hypodermically. 
After the spinal anesthesia had been started, ap- 
proximately half of the patients were given an 
additional injection of dilaudid® 1/32 grain be- 
fore delivery when she (the patient) became rest- 
less. Usually nembutal® grains 114 to 3 were 
given before delivery to combat any toxic effect 
of the metycaine®. 

After delivery, we do not hesitate to use 
dilaudid® freely if the urinary output is normal. 
We usually give some sedation every four hours, 
frequently alternating between dilaudid® 1/32 
grain and nembutal® 1% grains. As soon as the 
patient is quiet and well controlled, the sedation 
consists of only phenobarbital grain 1, four times 
daily. 
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Complications—There were no serious com- 
plications incident to the use of spinal anesthesia. 
In the case of J. M., an eclamptic patient, the 
injection of 0.5 cc. of 1.5 per cent metycaine® 
reduced the blood pressure from around 250/150 
to a shock level of 60/40. The 1.5 per cent 
metycaine® was diluted with equal portions of 
sterile Ringer’s solution, and the blood pressure 
was adequately controlled with 0.1 to 0.5 cc. of 
this 0.75 per cent solution. This same patient de- 
veloped a postpartum psychosis and she became 
so violent that it was necessary to commit her to 
a mental institution on her twelfth hospital day. 
Another eclamptic patient, B. J., developed a 
postpartum psychosis on her sixth hospital day. 
She was also committed to the state mental 
hospital. 


One of the severe preeclamptic patients, O. 
B., had a severe postpartum hemorrhage after 
the delivery of twins. E. M., an eclamptic patient 
also had a severe postpartum hemorrhage. The 
bleeding was controlled in each case by packing 
the uterine cavity with gauze. Both patients were 
transfused with whole blood. 

The majority of our eclamptic patients in this 
series had an elevation of temperature, usually 
around 101 to 102° F. from one to three days 
postpartum. In a few cases, the cause was 
attributed to pyelitis. 

One of the eclamptic patients, W. W., began 
having hallucinations on the first postpartum 
day. This cleared up within a few days. 

One of the eclamptic patients, B. M., ap- 
parently aspirated some vomitus during a gen- 
eralized convulsion on her second postoperative 
day. A chest x-ray was compatible with a pneu- 
monia process. Her temperature remained ele- 
vated from 100 to 101° F. until her eleventh 
postoperative day. 

An eclamptic patient, E. J., upon whom a 
cesarean section was performed, had a disruption 
of her operative wound. This required a pro- 
longed hospital stay. She was discharged on her 
twenty-seventh hospital day. 


Table 6 shows the incidence of types of delivery 
and fetal results. There were four multiple (twin) 
pregnancies in this series. The indications for 
cesarean section are given in Table 8. 


SUMMARY AND CONCLUSIONS 


(1) Seventy-three cases of severe preeclampsia 
and eclampsia treated with continuous spinal an- 
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esthesia have been presented. Thirty-eight of the 
patients had convulsive seizures. 

(2) There were three maternal deaths in this 
series, giving a gross maternal mortality of 4.1 
per cent for the entire group of cases or 5.3 per 
cent for the 38 eclamptic patients. 

(3) One patient died undelivered. Two pa- 
tients were admitted to the hospitals postpartum. 
Seventy patients were delivered in the hospitals 
of a total of 74 babies. Four patients had twin 
pregnancies. 

(4) Eleven babies were stillborn and one died 
twelve hours after delivery. The gross fetal mor- 
tality rate was 16.2 per cent and the corrected 
fetal mortality rate was 7.4 per cent. This cor- 
rected rate was obtained by eliminating four 
babies that died in utero before admission to the 
hospital, one baby whose heart rate was below 
50 per minute before admission, and 2 babies too 
small to survive. 

(5) After the first injection of the continuous 
spinal anesthetic, there was an immediate drop 
in blood pressure in most of the patients. The 
blood pressure level was usually controlled by the 
amount and frequency of the injection of the 
anesthetic agent. 

(6) In this group of patients the convulsive 
seizures might have been more quickly controlled 
by the injection of a larger dose of metycaine®. 

(7) Continuous spinal anesthesia seems to 
quiet the patients quickly and it appears to aid 
the rapidity with which patients regain conscious- 
ness and become cooperative. 

(8) The urinary output was restored to a 
normal level within 12 to 24 hours in every case 
except the 3 that died. 

(9) Clinically pulmonary edema did not occur 
in this series of cases. 

(10) The presence of the continuous spinal 
anesthesia gave an ideal analgesia during labor. 
Adequate anesthesia for the vaginal and most 








INDICATIONS FOR CESAREAN SECTION 


Toxemia controlled but unable to induce labor 10 
Previous cesarean section A Smadar 1 
Primary uterine inertia 

Cephalopelvic disproportion - <i 

Fibroids obstructing birth canal Se csceia es 1 
Premature separation of placenta ecapaeeciie 1 
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of the abdominal deliveries was obtained. We 
feel that continuous spinal anesthesia will decrease 
the fetal mortality because fetal anoxia caused by 
heavy sedation is not encountered. 


(11) No serious complications incident to the 
use of spinal anesthesia were encountered in this 
series of 73 cases. 
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DISCUSSION (Abstract) 


Dr. William N. Thornton, Jr., Charlottesville, Va.—Dr. 
Ware and his group have emphasized the value of pre- 
natal care. Only three of his 73 patients with severe 
toxemia and eclampsia had adequate prenatal care. We 
should exert more effort to see that every pregnant 
woman has adequate prenatal care. Until we do this, 
we shall be faced with the problem of treating severe 
toxemia and eclampsia. 

It is difficult to evaluate conduction anesthesia in the 
treatment of toxemia of pregnancy when it is- used in 
conjunction with other time-proven methods of therapy. 
Our theory of treatment differs a little from Dr. Ware’s, 
and I believe our problems are very much the same 
since we reside in neighboring cities. 

We do not use conduction anesthesia. Fluid intake is 
governed by measured urinary output, and we do not 
routinely digitalize each patient. Digitalization is done 
upon development of signs of impending cardiac decom- 
pensation. Accordingly, conduction anesthesia is the only 
fundamental difference in the two types of therapy. We 
have treated 60 consecutive eclamptics without a 
maternal death. The next 60 eclamptics may show en- 
tirely different results. 

I have not figures on fetal mortality in our series. 1 am 
impressed with the low fetal mortality in his group of 
treated patients, and believe that conduction anesthesia 
has some distinct advantage over heavy sedation as 
customarily used. 

I think Dr. Ware is correct in emphasizing that this 
is an experimental study, and that conduction anesthesia 
should not be used unless one has a proper staff, and 
particularly a good anesthesiologist. It would be a 
mistake to carry out this therapy unless the hospital was 
properly equipped for such a technic. We have been 
afraid of this form of anesthesia in toxemia of pregnancy 
for one particular reason: we have noted marked and 
profound drops in blood pressure after spinal anesthesia, 
and hesitate to use it in toxemic patients. 


Dr. Henry J. Ringo, St. Louis, Mo.—Not much litera- 
ture is available on this subject, and about the only 
reference on this work are those contributed by the 
authors of this paper and by Drs. Hingson and Edwards. 
I have not used continuous spinals in the treatment of 
this condition and am most hesitant to do so. I agree 
that spinal anesthesia should be administered only by a 
well trained anesthetist and in a well regulated hospital. 
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According to Dr. J. P. Greenhill, spinal anesthesia is 
the most dangerous of all forms of anesthesia for a 
pregnant woman. However, in the treatment of such 
a serious complication arising during pregnancy, labor 
and the early post-partum period, we may be justified 
in using a procedure which might be detrimental to the 
normal pregnant woman. I shall remind you of a few 
statistics on the use of spinal anesthesia. 


In almost a million surgical cases which Hanson 
collected and in which all forms of general, local and 
spinal anesthesia were used, the highest death rate was 
that following spinal anesthesia. Franken collected 2,088 
cases of cesarean section performed under spinal anes- 
thesia and found that there was one death for every 139 
patients, which was attributed to the spinal, and in com- 
paring operations upon the pregnant woman with opera- 
tions on the non-pregnant woman, he found the death 
rate was 26 times higher in the pregnant woman. 


Then, of course, we have injuries to the spinal cord 
which are sometimes inevitable. Particularly when a 
ureteral catheter is inserted into the spinal cord and left 
for as long a period of time as six days, which Dr. 
Jones says is the maximum duration of his treatment. 


Thorsen of Sweden, who reviewed 2,500 cases in which 
spinal anesthesia had been used, said that neurological 
complications arising from spinal occur in such fre- 
quency, to such an extent, and with such an intensity 
and duration of the symptoms, that it should not be 
adopted unless no other form is advisable. 


However, in the face of all these statistics and dis- 
agreeable complications, we cannot condemn the use of 
spinal anesthesia when we are treating a condition as 
severe as eclampsia. I feel that this method of treatment 
should not be used on patients showing a moderately 
advanced toxemia of pregnancy which can best be 
handled by other hospital procedures, and labor term- 
inated if advisable by the various methods of choice. It 
should be resorted to only in patients who have had 
little or no prenatal care and who are brought to us in 
a serious state, where it is possibly advisable to get them 
into condition to stand delivery from below or cesarean 
section, whichever our choice may be. 


Spinal anesthesia produces effects similar to those of a 
sympathectomy. It relieves the spastic contraction of 
the blood vessels in the lower abdomen and lower ex- 
tremities, thereby admitting more blood to these parts 
which lowers the blood pressure. Since more blood flows 
through the kidneys, more urine and toxins are excreted. 
This, consequently, means improvement of the patient. 


In closing, I wish to point out one of the many in- 
teresting facts shown by this paper; that is the fact that 
48 per cent of the eclamptics were young women under 
20 years of age. All I can say to this is, why? 


Dr. Stanley T. Garber, Cincinnati, Ohio—Today no 
group is relying on one form of treatment alone for 
preeclampsia and eclampsia. Prevention by better pre- 
natal care and particularly high protein and low sodium 
intake, is most important. However, we still encounter 
severe preeclampsia and eclampsia on occasion, usually 
in neglected patients. 


In most places sedatives are used, including magnesium 
sulfate. Fluids are restricted or forced, we prefer an 
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ample intake of 3,000 to 5,000 cc. per day, and use 5 
per cent glucose in water, feeling that water is a most 
effective diuretic agent. 

The authors have used spinal anesthesia to reduce blood 
pressure. Experimentally we have used spinal anesthesia 
at the Cincinnati General Hospital. We find that it does 
lower the blood pressure somewhat, but not too effec- 
tively. The physiology of the circulation is not improved, 
but further impaired by its use. The chief action is 
venous pooling in the lower extremities, diminished cir- 
culating blood volume, diminished venous return, reduced 
cardiac output and reduced renal blood flow. In other 
words, it acts like a bloodless phlebotomy. 

Spinal anesthesia for the treatment of preeclampsia 
and eclampsia is not safe in the hands of most phy- 
sicians. It is difficult to determine the level in comatose 
patients. Its use is of necessity restricted to a relatively 
short period of time in days. Its effect is not predictable 
or uniform. Finally, there are other drugs, the veratrum 
alkaloids, which more safely and effectively relieve 
the abnormal arteriolar vasoconstriction without em- 
barrassing the circulation, which at the same time second- 
arily bring about a lowering of the blood pressure. 


Dr. William M. Howdon, Miami, Fla—Just as we 
disagree upon the administration of 4,000 to 6,000 cc. 
of fluid a day in the treatment of the eclamptic, anything 
that is as unphysiological as continuous spinal anesthesia 
should not be used routinely in the treatment of a 
patient already having a great deal of difficulty in com- 
pensating for her disease process. 

We have spent considerable time studying the blood 
pressure. While not reflexly raised, it is in a way com- 
pensatory. I shall not go into the real cause of hyper- 
tension; however, certain changes that occur under spinal 
anesthesia have led us to believe that it is a humoral 
substance and does not result from spasm or reflex, 
because we definitely have not been able to relieve the 
spasm in the renal arteries or to increase urinary output 
by the use of continuous spinal or caudal anesthesia. 
Unfortunately, the reverse has been true, and if one 
does not maintain normal hydrostatic pressure to the 
kidney, there will be diminished filtration. The work of 
Turner and co-workers in Memphis brings out all the 
faults of continuous spinal anesthesia. The patients are 
suffering from shock (hematogenic) and trying their best 
to compensate, and the blood pressure by itself is not 
responsible for convulsions. The degree of anoxia, as a 
result of cerebral edema, is responsible, the polarity of 
the cells is upset, and convulsions ensue. Many patients 
have become convulsed with systolic pressures of 120 
mm. of mercury. The lowering of the blood pressure 
alone, as the essayist said, does not diminish convulsions 
materially. 

We think that continuous spinal anesthesia does have 
a definite place in the treatment of several obstetrical 
complications. Over-diligence in treatment producing a 
reversal of the picture (an increase in circulating blood 
volume and vascular overload) will usually be avoided 
by frequent observation for edema in the basal lung 
fields. Usually, the first sign we notice is an increase 
in the pulmonic second heart sound. The patient who 
has impending congestive failure will be helped im- 
measurably by continuous spinal. This is also true of 
the patient with lower nephronephrosis. Last but not 
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least, is a mounting blood pressure in the face of con- 
servative treatment; continuous spinal here will oiten 
prevent intracranial hemorrhage. The anesthesia should 
be limited to those areas below the level of kidney 
innervation. 

Once there is a restoration of the blood volume and 
normal hemodilution has occurred, if diuresis does not 
occur, a diagnosis of lower nephronephrosis is made. 

We do not agree that sodium lactate or bicarbonate is 
necessary in the treatment of the eclamptic except where 
there is severe adrenal insufficiency demonstrated by the 
usual tests and findings. It is rare to find any significant 
lowering of the total serum chlorides. The acidosis is 
primarily caused by dehydration, and if one corrects the 
dehydration, the acidosis will be automatically cor- 
rected. To correct the dehydration, it is preferable to 
raise the colloidal osmotic pressure by administering 
blood plasma and proteins. Then, one will clear the 
extra-cellular or interstitial spaces of edema, and this 
is more physiological than giving water, regardless of the 
concentration of sodium or glucose. 


I want to compliment the essayist on his results in 
fetal salvage. Our fetal mortality we have not been able 
to reduce below 18 per cent. Our maternal mortality to 
this day for this year is zero. 

If you feel that you should use continuous spinal, 
please skin test and conjunctiva test these individuals 
because, occasionally, you will find a patient sensitive 
to metycaine®, procaine, or any agent selected, and at 
times the reaction may be alarming. A patient of ours 
received 5 cc. of 1.5 per cent metycaine® over a period 
of 1 hour and 45 minutes in 1 cc. dosage. We know 
that this individual should not have received this medi- 
cation because of the extreme labile reaction of the blood 
pressure to small amounts of the anesthetic agent, the 
prompt droppage of the blood pressure to shock levels, 
followed by its slow compensatory return in an effort to 
re-establish circulation. The anesthetic agent should 
have been discontinued with the first dose of medication 
as this reaction shows an extreme sensitivity. From a 
blood pressure of 200/110 mm. of mercury, with 1 cc. 
of metycaine®, there was an immediate drop of~the 
blood pressure to a shock level followed by a gradual 
return to practically the previous level. This reaction 
occurred four distinct times. With the fifth injection, 
the blood pressure did not return and the patient ex- 
pired. It is a situation such as this that I would have 
you guard against. 


Dr. Ware (closing).—We have reported a small group 
of patients with a high incidence of severe preeclampsia 
and eclampsia. Continuous spinal anesthesia by the 
catheter technic was used in a group of patients with 
severe preeclampsia with the hope of preventing con- 
vulsive seizures. We used the continuous spinal anes- 
thesia for the preeclamptic patients who failed to re- 
spond to the usual conservative treatment. 

The eclamptic patients treated with continuous spinal 
anesthesia in this report were usually very ill patients. 
Ninety per cent of the eclamptic patients were in the 
severe group by Edens classification. Even with this 
type of patient our maternal mortality was only 5.2 
per cent for the patients with convulsive seizures, and 
the infant mortality was 16.2 per cent. 
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Eclampsia occurring after a rapid onset of toxemia in 
a young patient sixteen or seventeen years old is a 
different problem from eclampsia occurring in a patient 
thirty-five years or older, with a long standing hyper- 
tension, but we have been successful in treating both 
types with continuous spinal anesthesia. 


We consider the patient’s piood pressure as a symptom 
of her disease and not the cause of the toxemia or 
convulsive seizures. 

Three patients with anuria before the continuous 
spinal was started failed to overcome the anuria. We 
think this was due to the fact that the patients had suf- 
fered irreparable damage before the continuous spinal 
was started. In many other patients anuria was quickly 
corrected after the continuous spinal anesthesia was 
started. 

We consider our work with continuous spinal anes- 
thesia as experimental. We hope to continue until we 
have treated at least two hundred eclamptic patients 
by this method. The present plan is an improvement 
over the treatments we have used in the past, and we 
hope that experience with a larger number of patients 
will reduce both our maternal and fetal mortality. We 
do not recommend this method for use by the physician 
who has had little experience with continuous spinal 
anesthesia. Wo do recommend rapid digitalization of all 
eclamptic patients and the free use of oxygen even if 
continuous spinal anesthesia is used. 


In conclusion I should like to emphasize the fact that 
the prevention of eclampsia is still the best treatment. 
We can reduce the incidence of the toxemias of preg- 
nancy, particularly eclampsia, by educating women to 
seek prenatal care early and consistently. As physicians 
we must all realize that increasing blood pressure, and 
rapid gain in weight, as well as changes in the patient’s 
urine, often give evidence of the onset of toxemia. 


Dr. Jones (closing)——We consider the use of con- 
tinuous spinal anesthesia in the treatment of eclampsia 
and severe preeclampsia as in the experimental stage. 
At the Medical College of Virginia, a continuous spinal 
anesthetic, used as indicated in our discussion, is never 
given unless the resident is present and one of the 
resident staff members remains with the patient until 
the anesthetic is discontinued. 


As mentioned in one of our cases, a profound drop in 
blood pressure was obtained. Some patients are probably 
very sensitive to the drug. We think that it is ex- 
tremely important that small amounts of the drug be 
used, diluted if necessary, and the patient be watched 
very carefully for a drop in blood pressure, signs of 
shock or respiratory difficulty. 

As far as we know, there have been no spinal cord 
complications in any of our patients. Before discharge 
from the hospital, the patients were allowed out of bed 
and walked about the ward. Most of these patients have 
been checked in our outpatient department after being 
discharged from the hospital and several of them have 
returned for another delivery. 

In the thirty-eight cases of eclampsia, sixteen were 
single girls and the oldest of the single girls was twenty- 
three vears of age. Of these thirty-eight cases, 63 per 
«cent were twenty years of age or under. 


PATHOLOGIC CONDITIONS TREATED 
BY PROCTOLOGISTS* 


By Juutus E. Linn, M.D. 
Birmingham, Alabama 


This paper is a review of the pathological 
findings following proctological surgery on 1,061 
patients over a three-year period at the Bir- 
mingham Baptist Hospital. Dr. Albert E. Casey, 
Chief of the Department of Pathology, examined 
grossly and microscopically all tissue removed. 


Forty-six per cent of these patients were 
operated upon by four local proctologists and 
44 per cent were operated upon by fifteen gen- 
eral surgeons (with fifty or more anal operations 
per year). Ten per cent were operated upon by 
forty-one physicians (with less than five anal 
operations per year, average two). Twenty per 
cent showed minimal or no histopathology but 
to this I must say that there is little or no tissue 
to be examined in relieving a patient of anal 
stenosis, fissure in ano, anal cryptitis or abscess. 
Eighty per cent of the total showed moderate 
to marked histopathological changes while 
eighty-seven per cent of those operated upon by 
the four proctologists and fifteen general surgeons 
showed moderate to marked histopathological 
changes. 


Following are findings among the 1,061 pa- 
tients. Thirty-seven per cent showed moderate 
varices of external and middle hemorrhoidal veins 
and thirty-four per cent showed marked varices 
of external and middle hemorrhoidal veins. 
Fourteen per cent showed moderate to marked 
inflammation. Twenty-one per cent showed 
phlebothrombosis of external hemorrhoidal veins. 
Five per cent showed scarring or stenosis of anus. 
Six per cent showed ulceration, six per cent 
showed sinus or fistula. Abscesses, foreign body 
reaction, infarction, acute inflammation without 
infarction, subacute inflammation, endoarteritis, 
eosinophilia, obstruction of sweat gland ducts 
and cavernous lymphangiectasis ranged from 1.6 
to 0.1 per cent of the total. 

Specific conditions diagnosed by routine 
pathological examination (prior diagnosis of 
malignancy excluded) in the 1,061 patients were: 





*Chairman’s Address, Section on Proctology, Southern Medical 
Association, Forty-Fifth Annual Meeting, Dallas, Texas, November 
5-8, 1951. 
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(1) Malignant Neoplasms.—There were three 
cases of adenocarcinoma (rectal mucosa), five 
squamous carcinoma of the anus, three pre- 
cancerous changes, and one malignant mes- 
enchymal tumor in the recto-vaginal septum, all 
of which may have gone undiagnosed and been 
improperly treated had it not been for the routine 
microscopical study of all tissues removed. 


(2) Benign Neoplasms and Hyperplasias.— 
Four cases showed squamous metaplasia, ten 
squamous hyperplasia and downgrowth, ten 
squamous polyps, fifteen squamous inclusion 
cysts, twenty-two squamous papilloma, virus 
type, anus (rectal surface), one teratoma of the 
ovary in the rectum and one lymphoma of the 
rectum. 


(3) Specific Infections—A case of tubercu- 
losis was diagnosed from study of tissue from an 
anal ulcer; also one case of trichinosis. 


Time will not permit discussion of all the 
conditions mentioned above but I should like 
to give you a report upon three of the more 
interesting cases. 


Case 1—Mrs. J. L. C., a white woman, age 40, had 
seven children ranging in age from 6 to 23 years of age. 
She came to see me January 6, 1947 complaining of pain 
in the lower abdomen and pelvis. The pain had been 
fairly continuous and gradually growing more severe 
with a sensation of fullness and pressure in the rectum 
for the previous two years. There was no history of 
blood from rectum. She had had only the usual child- 
hood diseases, no injuries or previous operations. This 
patient’s general physical examination, blood studies and 
urinalysis were all in the normal limits except the 
following: 

On recto-vaginal examination a round firm mass was 
located in the recto-vaginal septum, more prominent 
from the rectal side. It was palpated at about six cm. 
above the anal margin, and was tender to pressure. It 
was attached to the rectal wall. The proctoscope was 
passed to 20 cm. revealing the above described mass be- 
tween 6 and 12 cm. on the anterior rectal wall which 
was covered by mucosa; no surface ulceration was noted. 
After thorough preparation of the colon with sulfa- 
suxidine®, antibiotics, and enema, the following opera- 
tion was done on January 17, 1947. 

The anus was widely dilated and the mass was 
visualized. The mucous membrane of the rectum cover- 
ing the mass was grasped with Allis forceps and pulled 
downward. Another Allis was then put above the mass 
and it was delivered through the anus. The mucous 
membrane was incised exposing the mass. As this was 
done the mass ruptured and the entire contents were 
removed leaving only the thick fibrinous capsule. This 
was carefully dissected out with scissor dissection from 
surrounding structures. The bleeders were all ligated 
with plain No. 00 catgut. The cavity from which the 
mass was removed was closed with No. 00 plain catgut 
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and the mucous membrane of the rectum was closed 
with No. 00 intestinal chromic suture. A zepheran® 
gauze pack was left in the rectum. 


Pathological Report—The specimen is a mass from 
between the rectum and vagina. It consists of an ir- 
regularly shaped strip of tissue which measures 5 x 2.5 
cm. in its greatest width, and varies in color from a 
rather yellowish gray to a pinkish gray. It seems to be 
comprised grossly of a small amount of fat, muscle 
tissue and a membranous type of structure. Also received 
are several fragments of faintly yellowish amber colored 
material. This when heaped together forms a mass 2.5 
x 2 cm. which grossly appears to be adipose tissue. 

The microscopic sections show the wall of the cyst, 
which is made up of dense, bundles of smooth muscle, 
separated by coarse scar tissue masses and showing some 
scattered, perivascular lymphocytic infiltration. The lining 
of the structure is composed of a loose tissue, containing 
numerous spindle shaped cells of variable sizes and 
shapes. They are intensely hyperchromic, but after long 
searching, no mitosis could be demonstrated. The nuclei 
of these cells are often large, vascular and contain prom- 
inent nuclei. There is a gradual blending with the 
embedding tissue of the wall and there is no distinct 
capsular surface. An ample margin about the cyst is 
present, ranging from 4 to 5-6 mm. in depth. Another 
section of the cyst wall shows similar structure but in 
the lining there is a much more cellular hyperchromic 
tissue like that above described. There is some variation 
in the size of the cells again but no mitosis could be 
seen. Sections of the content of the cyst show a loose 
myxomatous tissue with scattered, irregular spaces sep- 
arately filled with a thin basic staining to eosinophilic 
coagulum. The cells of this material are shaped with 
branching processes. They are supported in a myx- 
omatous type of tissue. The nuclei are large. There 
is considerable variation in size of cells but again after 
long searching, no mitosis could be demonstrated. 

The diagnosis is malignant mesenchymal tumor. 

It is apparent from the gross appearances of the 
material that the tumor was completely removed with 
a wide margin. The structure of the tumor is suggestive 
of the structure of the umbilical cord. It is distinctly 
myxomatous. There is considerable variation in size of 
cells but after long searching no mitosis could be demon- 
strated. It is believed that this tumor is of a low grade 
malignancy but the patient should be closely followed. 

From the date of operation, January 7, 1947 through 
August 1951 the time of last examination, there has 
been no evidence of recurrence. 


Histologists describe the presence in the con- 
nective tissues of the adult body of undif- 
ferentiated mesenchymal cells. These presumably 
have the potencies of embryonic mesenchymal 
cells and may be capable of differentiating into 
any of the adult tissues derived from mesen- 
chyme. 

“In no other group of tissues is metaplasia so frequent 
or so important for the pathologist as in the derivatives 
of the mesenchyme: fibrous, mucoid, adipose, synovial, 


meningeal, cartilagenous, osseous, hemopoietic, vascular 
and reticulo-endothelial tissues.” 
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It is pointed out by Willis! in his pathology 
of tumors that “innocence” and “malignancy” 
are not distinct properties of tumors but are 
merely terms of prognostic convenience. This 
is particularly pertinent with mesenchymal 
tumors. 


Each tumor must be judged on its own merits: 
on its rate of growth, its cellular structure, and 
its powers of infiltration or metastasis. While 
there are of course many mesenchymal tumors 
the malignancy of which is plain from their 
microscopic structure, there are also many others 
for the prognosis of which great histopathological 
experience is necessary and even then mistakes 
will be made. 


Considering the abundance of mesenchymal 
tissue in the body and its ready proliferative 
response to injury, mesenchymal tumors are sur- 
prisingly infrequent. The fact alone is significant 
as regards the supposed traumatic and irritation 
causation of tumors. This leads me to believe 
that trauma from childbirth may have had some- 
thing to do with the case I have reported, since 
the patient had had seven children, although 
reparative and chronic inflammatory changes are 
an everyday occurence. Mesenchymal neoplasia 
is rare, which prompted me to present this case. 
“Of great interest is a report by Gilmour of a 
recurrent tumor in an adult which consisted of 
mucinous tissue like embryonic mesenchyme with 
also lipoblasts and hemopoietic cells and for 
which therefore the suggested name ‘mesen- 
chymoma’ is appropriated.”—Willis. 

Case 2 (Teratoma of the ovary in the rectum)—A 
case of Mrs. E. C. Mc., a white woman, age 63, was 
admitted to the Baptist Hospital for treatment of a 
detached retina. On routine physical examination by her 
family doctor a mass was encountered on the anterior 
rectal wall, between 10 and 14 cm. from the anal outlet. 
I saw this patient in consultation for proctoscopic ex- 
amination and was advised to obtain a specimen for 
microscopic study as malignancy was suspected. The 
proctoscope was passed to 10 cm. where a white globular, 
glistening mass with multiple strands of hair about 6 cm. 
long was visualized. This mass was not covered with 
mucosa and its relation to the rectum was similar to that 
of a sessile polyp. I did not do a biopsy as I felt it 
would drain the cyst but advised that in my opinion it 
was a dermoid cyst of an ovary and should be excised. 

The preoperative diagnosis was teratoma or dermoid 
of the recto-vaginal septum penetrating into the rectum. 

The postoperative diagnosis was teratoma or dermoid 
of the left ovary. Operation consisted of coccygectomy. 

Excision of the teratoma of the ovary was performed 
by the patient’s family surgeon. 


Under spinal anesthesia, an incision was made over 
the coccyx and the coccyx was disarticulated from the 


sacrum. The levator ani muscles were exposed and 
incised along the line of their fibers. The rectum was 
exposed by pushing away adjacent fat. The rectum was 
then incised longitudinally. The tumor was seen easily 
through the incision in the rectum covered by rectal 
mucosa. Hair was seen growing from the surface of the 
tumor and one tooth was protruding from the tumor. 
The tumor itself was about 1 cm. in diameter and was 
irregular. The base of the tumor was cut across and it 
was felt that a small piece of tissue possibly 1 cm. in 
diameter was present outside of the wall of the rectum. 
The rectal wall was incised along this stump and the 
peritoneal cavity was entered. The small piece of tissue 
outside the rectum proved to be ovary which evidently 
was the site of origin of the teratoma. It is to be noted 
that a small portion of ovary was intra-rectal and the 
entire tumor was within the rectum. The opening on 
the anterior surface of the rectum from which the tumor 
Was removed .was closed carefully with fine catgut. 
The incision in the posterior surface of the rectum was 
likewise closed transversely in layers with catgut. The 
levator ani muscles were approximated and the fascial 
layers over the rectum likewise were reapproximated. 
A drain was left on each side of the rectum and brought 
out the center of the wound. The skin was closed with 
silk. 

Pathology Report—A nodule, which is composed of 
two portions, was received. The main portion is some- 
what rounded and measures 3.1 cm. in diameter and 
2 cm. in thickness. It is pinkish white with some hair 
growing on the surface. On one side of the main mass 
is found a piece of bony tissue, apparently a tooth, which 
is greenish black, measuring 1.7 cm. in length, 0.7 cm. 
in width and 0.06 cm. in thickness. At a distance of 
4 cm. from the tooth on the same side is a polyp-like 
structure measuring 1 x 0.6 x 0.3 cm. It is smooth on 
the surface and is attached to the mass by a stalk measur- 
ing 2 mm. in diameter and 2 mm. in length. Cut section 
of the main mass shows the presence of adipose tissue 
and some whitish, fibrous tissue, but no other bony 
structure or cartilaginous structure is found. Attached 
to one pole of the mass is another nodule, which measures 
1.5 cm. in diameter and 1.2 cm. in thickness. It has a 
similar kind of pinkish covering and some hair is also 
present on the surface. On cut section it is firm and 
pinkish white and homogeneous. At a distance of 1.1 
cm. from the second nodule is what appears to be the 
stalk of the main mass which measures 1.1 cm. in diam- 
eter and 0.4 cm. in length. Cut section of the stalk shows 
nothing abnormal. Another nodular piece of pinkish 
yellow tissue measures 2 x 1.2 x 1.0 cm. It has a surgical 
surface. On cut section it is pinkish yellow and lobulated. 

Microscopic examination disclosed stratified squamous 
epithelium. Ciliated columnar epithelium, a piece of 
ovarian stroma, adipose tissue, dermis with sebaceous 
glands and hair follicles all were identified microscop- 
ically. Nothing suggesting mucosa of the large bowel 
was seen. 

The diagnosis was teratoma with predominance of 
dermoid elements, of ovary. 

This is a solid type of teratoma, apparently in the 
ovary. The structures are mature, suggesting a benign 
nature. 
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Adult teratoma comprises between 10 and 20 
per cent of all ovarian new growths and appears 
at all ages, most frequently in the decade from 
twenty to thirty. The dermoid cyst, the most 
common form of the adult teratoma, visually 
appears as a unilateral, though occasionally 
bilateral, cystic, smooth walled tumor, dull in 
appearance. It may retain the shape of an ovary 
or be globular or egg shaped. The tumor may 
rupture into the peritoneal cavity, bladder or 
rectum. Intracystic plugs arise from the cyst 
wall in every instance. They may appear as small 
warty projections protruding slightly into the 
cavity but more often they appear as nipple-like 
projections covered by white opaque hairy skin. 
The plugs may occasionally show complicated 
structure and reproduce a complete body part, 
much as an atrophic head, a maxilla with teeth, 
a foot or limb. In the same manner a cyst aris- 
ing from the bowel or from mullerian tissue 
found in the embryonic area may give rise to a 
pseudomucinous cyst that practically replaces the 
whole tumor. The contents of the cyst consist 
of sebaceous material, desquamated stratum 
corneum, sweat gland secretions, hair and teeth. 
The adult teratoma may show diverse symptoms 
and signs and follow quite a varied clinical 
course. Small tumors may be silent throughout 
life and large dermoid cysts may cause only local 
signs and symptoms. Peculiar signs and symp- 
toms due to secondary changes in the tumor are 
often present and may result in a destructive 
and occasionally severe clinical course. Rupture 
of sterile or infected cyst contents into the 
peritoneal cavity has often been reported to pro- 
duce fatal peritonitis. Also the rupture of a 
dermoid cyst into the bladder may be followed 
by urinary infection. 

The epidermis of the adult teratoma is the 
tissue that most frequently shows malignant 
changes. Carcinoma of the epidermis is the 
most frequent type of malignancy. This car- 
cinoma shows a very high degree of malignancy, 
with early and almost always fatal recurrence. 
Invasion from a tumor seated in a neighboring 
organ is rare and a true metastatic malignant 
tumor in an adult teratoma is exceptional; only 
one such case has been published to my knowl- 
edge. The treatment of adult teratoma is surgical. 
The frequent occurrence of secondary changes 
followed by dangerous complications and the 
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possibility of malignant changes make a timely 
intervention imperative. 


Case 3—J. A. C., a white girl, age 12, complained of 
moderate rectal bleeding, bright red, during and follow- 
ing stools, of four weeks duration. There had been a 
moderate amount of pain in the rectum with stool for 
several weeks, along with mild abdominal cramping. 
She had suffered with constipation and had used laxa- 
tives and enemas frequently for two or three years. 


Rectal examination revealed an ovoid submucosal 
tumor mass in the left anterolateral rectal wall about 3 
cm. above the dentate line. The mass was movable but 
attached by a broad base. The mucosal color was normal 
and there was no ulceration. The mass measured ap- 
proximately 2-3 cm. in length and protruded 1 to 1.5 
cm. into the canal. There were 3 firm nodules approxi- 
mately 1% cm. in diameter just above the larger mass. 

The proctoscope was passed 22 cm. No other path- 
ologic condition was noted to this point. 

Double contrast and air x-ray studies of the colon were 
reported negative. Bone marrow studies by the hema- 
tological department were reported normal. The red 
blood count was 4,380,000; white count was 8,100; and 
the differential showed 28 lymphocytes, 9 myelocytes, 
60 segmented forms, 2 eosinophils and 1 basophil. Our 
clinical diagnosis was adenoma of the rectum and on 
January 4, 1950 under general anesthesia the growth and 
nodules were excised and sent to the laboratory for 
microscopical study. 

Dr. Roger Baker gave the following pathological re- 
port: A rounded piece of tissue has a diameter of 2 cm. 
One surface is flat and covered by irregular gray to pink 
fibrous tissue. The rounded ulcerated portion is covered 
with mucosa and extends upward for a distance a 
full centimeter. The mucosa is yellow to pink except 
for one point near the margin which is red and rather 
glandular. All of it is glistening. There is severe and 
extensive lymphocytic infiltration with some tendency 
to formation of nodules. This occurs in the submucosa 
and to a lesser extent in the mucosa. There is a loss of 
the muscularis mucosae. This lesion corresponds to 
those described as being lymphoma of rectum by E. L. 
Heller and H. H. Lewis? in the American Journal of 
Pathology, May 1950. 

The impression is lymphoma of rectum. 

This is another case where great histo-pathological 
knowledge and experience are necessary for proper treat- 
ment. Heller and Lewis pointed out that the importance 
of the lesion lies in the recognition of its benign char- 
acteristics in spite of the histological features simulating 
malignancy. It is pointed out in the literature and true 
in this case that in none of these cases reported has there 
been evidence of disease elsewhere in the lymphatic 
tissus. In this case intramural nodulation was present 
with some induration, which suggested malignancy. Cases 
similar to this have been treated by irradiation or 
surgical resection of the rectum under the mistaken belief 
that the lesion was malignant. Lymphomas vary from 
a few millimeters to 8 to 10 cm. in diameter. 

This child has been followed closely by proctoscopic 
and digital examination for a period of 20 months and 
there has been no evidence of recurrence. 
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SUMMARY AND CONCLUSIONS 


Careful gross and microscopic histopathologic 
examinations of tissues removed are routine in 
the Department of Pathology for all patients 
subjected to proctologic surgery at the Birming- 
ham Baptist Hospital. An analysis of routine 
examinations on 1,061 such patients over a three- 
year period revealed 12 undiagnosed malignant, 
63 benign neoplastic anal viral conditions, and 2 
specific infectious diseases (tuberculosis and 
trichinosis) . 

Of the 1,061 patients 46 per cent were operated 
upon by 4 proctologists, 44 per cent by 15 gen- 
eral surgeons and 10 per cent by 41 other phy- 
sicians. In 20 per cent of the patients no anal 
pathology was found by histologic examination 
but many of these specimens were anal tabs 
removed by gynecologists during the course of 
other operations. Seventy-one per cent of the 
patients had moderate to marked varices of the 
external or middle hemorrhoidal veins; 21 per 
cent had thrombosis of the veins; 14 per cent 
had moderate to marked inflammation; 14 per 
cent had a sinus abscess or deep ulcer. Three 
case reports have been presented: (1) a teratoma 
of ovary with invasion of rectum; (2) a ma- 
lignant mesenchymal tumor of retroperitoneal 
tissues which had invaded the rectum; (3) a 
benign lymphoma of the rectum. 
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PRESENT DAY METHODS OF 
TREATMENT OF CARCINOMA 
OF THE CERVIX* 


By H. DABNEY Kerr, M.D. 
Iowa City, Iowa 


It is a pleasure to be here today to discuss 
with you some of the problems regarding the 
therapy of carcinoma of the cervix. This is par- 
ticularly true because carcinoma of the cervix 
remains one of the common neoplasms which 
affect women, and it is at the same time a dis- 
ease which is amenable to proper treatment if 
it is found in its relatively early stages. I shall 





*Read in Section on Radiology, Southern Medical Association, 
Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 1951. 

*From the Department of Radiology, State University of Towa 
College of Medicine, Iowa City, Iowa. 
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not go into the general problem of the sympto- 
matology and diagnosis of this condition except 
to emphasize that in my opinion every radiologist 
should make a pelvic examination of the patients 
whom he treats. This is true whether he gives 
only external radiation for a gynecologic con- 
frere who is to place the radium, whether he uses 
transvaginal radiation or whether he himself 
places the radium. I should also like to take 
this opportunity of emphasizing a point which 
I think at times needs repetition and that is, 
that to treat a patient for assumed menopausal 
bleeding without a pelvic examination including 
a biopsy and a dilatation and curettage when 
indicated is certainly to be frowned upon. I 
think it is equally poor judgment to irradiate 
for carcinoma a patient who is sent to you with- 
out proof. 


Since most of us here today are radiologists 
and therefore probably favor radiation as the 
treatment of choice for cervical carcinoma, it is 
pertinent to recall that the first method of attack 
for this condition was necessarily surgical. Wer- 
theim, at about the turn of the century, per- 
fected his radical operation, although others had 
previously been using surgery. With the intro- 
duction of the use of radium and later of roentgen 
rays, it became evident that surgery had a 
real competitor in the treatment of this disease. 
It also became evident that irradiation was one 
of the mainstays in the treatment. Many of us 
have assumed that until very recently there has 
been relatively little activity in the field of sur- 
gical treatment of cervical carcinoma except per- 
haps by men of little discernment. All of us 
have seen patients who have been ill-advisedly 
operated upon for this condition by such sur- 
geons. But the good journals have published 
more than 40 articles since 1935 by reputable 
men, advocating the use of surgery in carefully 
selected cases of carcinoma of the cervix. It be- 
hooves us, therefore, as physicians to take a 
broad and careful look at the whole subject of 
treatment of this disease and to make sure that 
we are not denying to our patients the best treat- 
ment that can be had, and for this we must have 
open minds. This thought was well expressed 
by Keene in discussing the paper of Shaw! on 
the relative value of radical surgery versus radia- 
tion for this condition: 


“This presentation by one of England’s most dis- 
tinguished gynecologists contains a message of greater 
import than the recital of a personal experience in the 
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treatment of cancer of the cervix. It exemplifies a state 
of mind which must prevail in our efforts to combat 
the disease.” 

This paper of Shaw’s told of a long experience 
with surgery for carcinoma of the cervix, but 
went on to say that after a thorough trial with 
radium, he was convinced that the latter was 
the better method of treatment. That this was 
so is the least of the lessons to be gained from 
this presentation. The most important is that 
we must keep our minds open, alert and an- 
alytical so that we do not miss the import of new 
approaches to the cure of this or any other dis- 
ease. It is true that we are radiologists and use 
radiation for the care of our patients, but we 
must not be blind to the fact that sometimes 
other methods of therapy are better than ours. 
Particularly, however, we should always re- 
member that there is almost certainly an oppor- 
tunity for each of us to improve on his own 
current method. 


The most vocal of present day surgeons who 
are advocating operation for carcinoma of the 
cervix, of course, is Meigs’ of Boston. Dr. Meigs® 
said in 1944 that he was impelled to use radical 
surgery in the treatment of this condition be- 
cause at Pondville Hospital only 10 per cent 
of all cases survived five years, and that at the 
Massachusetts General Hospital, of 395 cases 
treated, only 15.9 per cent had a five year cure. 
In all of his presentations Dr. Meigs insists that 
the best method of treatment generally for car- 
cinoma of the cervix is by radiation, and that 
what he is doing is conducting an experiment in 
the surgical treatment now that we have anti- 
biotics, blood substitutes, and so on. He has 
shown us that in selected cases he is able to 
operate upon his patients with almost no mor- 
tality. Of 30 cases in Stage II he had a 60 per 
cent salvage from one to five years. Bonney‘ * 
reported 500 cases operated upon radically with 
a 14 per cent operative mortality and a 40 per 
cent five year survival. His over-all operative 
rate was 63 per cent, so that his absolute five- 
year cure rate was only 25 per cent. Of the 
patients whom he operated upon, 40 to 43 per 
cent had positive lymph nodes, and of these 22 
per cent lived for five years without evidence 
of disease. Those who were node free had a 
survival rate of 53 per cent. As noted above, 
however, his absolute cure rate was 25 per cent. 
According to Bonney the advantages of surgery 
are, first, it is easier to conceal from the patient 
the nature of disease; second, the patient need 
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not return if recurrence supervenes, and there- 
fore no suspicion is awakened of the nature of 
the ailment; third, there is cure of some patients 
with carcinomatous nodes which radiation does 
not care for. 

The present day operative attack on car- 
cinoma of the cervix is a combination of the 
Wertheim operation plus lymphadenectomy as 
advocated by Taussig.° The entire philosophy 
regarding the surgical care of this condition seems 
to be based upon an assumed fact that carcinoma 
of the cervix metastatic to lymph nodes cannot 
be cured by radiation. Whether or not this is a 
fact remains to be proved. Morton, working with 
Lynch at the University of California, found that 
in 28 cases without preoperative radiation 39.3 
per cent had positive lymph nodes at the time 
of surgery. Of 35 more advanced cases with 
preoperative radiation, only 11.4 per cent had 
positive nodes. These findings point strongly 
toward a controlling factor with radiation. In a 
later paper, however, Morton’ says that he is 
not quite sure that lymph nodes can be controlled 
by radiation alone. A recent study by Brown’ 
who operated upon patients after full courses of 
radiation showed some evidence of change in 
the irradiated lymph nodes. Whether or not 
actual neoplasm existed in the nodes before the 
radiation could not be stated with certainty. 
Although the indications for surgery are being 
broadened as experience shows that this pro- 
cedure can be done without significant mor- 
tality, there is still a great selection of patients. 
Only those who are relatively young, who are 
thin and who have no other disease, whose 
general condition is good and who have good 
veins for supportive procedures are used as 
subjects. Generally, only Groups I and II 
League of Nations are considered for operation. 
Meigs is convinced that only radical surgical 
procedures are justified, and he insists that 
surgery is not competitive with radiation. 
Brunschwig, on the other hand, has said that 
since radiation has reached a plateau and is 
unable to produce increasingly good results, this 
method of treatment should be given up in favor 
of radical surgery. This statement was based 
on the fact that a sttudy of the results of two 
consecutive five-year periods at the Memorial 
Hospital showed essentially the same survival 
rate, 28 per cent. This, of course, is not the 
experience in most other clinics. 

There are two main lessons to be gained from 
the re-emphasis upon radical surgery for this 
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condition. The first is that almost any abdominal 
surgeon without being particularly experienced 
in the pelvis considers himself capable of doing 
a radical operation of the Wertheim type plus, 
perhaps, lymphadenectomy. That this is a mis- 
taken idea is attested by many of us who see 
patients come in with recurrent disease after 
relatively conservative operations and even after 
supra-cervical hysterectomies for carcinoma of 
the cervix. It is constantly stressed by Meigs, 
Brunschwig and others that the procedure is 
experimental, but the total effect as far as we 
can see it is to emphasize that surgery is an 
accepted method of treatment for this condition 
and to increase the number of inadequate opera- 
tions. The second lesson and the one which I 
think is salutory is a rethinking by radiologists 
of their methods of attacking this disease. 
Many of us, I am sure, have simply thought of 
the condition as one which would naturally go 
to the radiologist because he was the court of 
last resort. Many had ceased to think of each 
patient as a special problem, requiring a great 
deal of thought and care. We were perhaps 
prone to think of all of these patients as being 
poured as from a common mold, and the problem 
was not approached from an individual point 
of view, either regarding the psychic make-up 
of the patient or her physical illness. This second 
lesson, therefore, is proving to be of great value. 
It is spurring many of us to a realization that 
careful thought, careful study of each patient, 
careful measuring of dosage and biologic effect 
as well as the general effect upon the patient 
will result in better care of these patients and 
more five-year cures. 

Our problem then is to deliver a lethal dose 
of radiation to the tumor while sparing the 
normal tissues as much as possible. This problem, 
I am sure, can be attacked in several ways. 

From our own experience I am convinced that 
external radiation alone is not sufficient. Direct 
radiation of the primary neoplasm must also be 
given. Our present method of treatment is essen- 
tially as follows: As soon as the lesion is proved, 
the patient is sent to the Department of Radi- 
ology to begin external radiation. This is done 
by treating through an anterior and posterior 
15x15 cm. field, two lateral 10x15 cm. fields, 
and two gluteal 10x10 cm. fields. Each of two 
fields is given 200 air roentgens a day. Careful 
calipering of the patient enables us to figure the 
delivered dose to the cervix and to the para- 
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metrium. We consider these points separately, 
since the local treatment is usually quite suf- 
ficient to take care of the primary lesion. Ex- 
perience shows that the patient is more likely 
to die of spread of the disease into the para- 
metrium than from the primary. Consequently, 
when there is no particular complication such as 
extension into the vagina, the midline is protected 
with a lead strip 2 cm. wide, when the anterior 
and posterior fields are irradiated. Our tumor 
dose is measured at a point 5 cm. lateral to the 
midline which puts it well out to the lateral 
pelvic wall. Contributions to this point come 
from the anterior, posterior, one lateral and one 
gluteal field. We endeavor to deliver at least 
4,000 tumor roentgens to this point in each side 
of the parametrium. When the course of external 
radiation is about two-thirds complete, the local 
lesion is treated by radium, usually with the 
help of the Ernst applicator. We have found 
this instrument sufficiently flexible to use in 
most of the cases. We think it is important to 
give the radium during the course of external 
radiation so that there may be a summation of 
the external and internal radiations. I am sure 
that our philosophy on this point is not shared 
by some, but we think it is one of the strong 
points in our technic. With this method there 
is no question that there is a morbidity consisting 
mainly of proctitis, although cutaneous reaction 
is also manifest in practically every case. These 
reactions, however, do not disturb us and or- 
dinarily they disturb the patients very little, 
particularly when they are warned beforehand 
about them. Our use of lateral fields is also 
condemned in some quarters since it is thought 
that these fields contribute too little to the 
tumor and too much to osseous changes. How- 
ever, it should be remembered that the first group 
of cases of fractured femoral necks following 
irradiation for carcinoma of the cervix as re- 
ported by Dalby, Miller and Jacox did not have 
lateral fields. Our own experience indicates that 
with the delivery of heavier doses to the pelvis 
we are more likely to get fractured femoral necks, 
and this complication now occurs in about 2 
per cent of our cases. A recent careful pathologic 
study correlated with operative reports, however, 
indicates that these fractures will respond just 
as well as the ordinary traumatic fracture pro- 
vided they are cared for early. Close cooperation 
with our Department of Orthopedics gives us 
heart to continue the method as we are now 
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using it. This is particularly true because our 
five-year survivals have increased considerably 
since we have given this heavier dosage. The 
technic which we now use, however, was not 
developed overnight. Twenty years ago we 
treated these patients only through an anterior 
and posterior 20x20 cm. field and gave not more 
than 2,000 air roentgens to each field. This 
delivered a tumor dose varying from about 1,600 
roentgens to perhaps 2,100 or 2,200 roentgens. 
Over the years, however, we have changed our 
technic by adding lateral fields, gluteal fields, 
and by shrinking the anterior and posterior fields 
so that we now irradiate less normal tissue. We 
have also increased the radium dosage and to 
these two factors we attribute the betterment of 
our results. Between 1926 and 1937, we treated 
572 cases and of these 25.7 per cent lived five 
years without evidence of disease. In the five 
years from 1937 to 1942 inclusive we treated 
411 cases of whom 37 per cent lived five years 
without evident recurrence. This is an improve- 
ment of about 50 per cent over the previous 
results. The five-year survival rate for the entire 
period was 30.4 per cent. A study of 337 cases 
treated entirely in our hospital between 1937 
and 1942 also showed some interesting figures. 
The over-all survival was 39.4 per cent. Of this 
group 183 were treated by x-ray and radium 
and of these there was a five-year survival rate 
of 51.9 per cent. We are convinced, therefore, 
from our own experience and from that of 
many others that there has been during the past 
25 years a steadily increasing rate of survival 
for patients treated with x-ray and radium for 
carcinoma of the cervix. It must be emphasized 
again that there is no selection of cases for the 
radiologist as he cares for these patients. In 
our own institution as in many others any 
patient on whom a diagnosis of carcinoma of 
the cervix is made, regardless of whether she is 
treated or not, is included in the statistics. This 
is not true of those who operate upon this 
condition. 


That there is no single good method of treat- 
ment of carcinoma of the cervix is attested by 
the fact that Heyman in Stockholm, Paterson in 
Manchester, Regaud in Paris, Pitts and Water- 
man’ in the United States, as well as many 
others, have shown that careful attention to 
details can bring good results through different 
means. I think there is no question that our 
present technic will again be altered further to 





January 1952 


individualize the treatments and to reduce to 
an irreducible minimum the complications which 
arise from the treatment. 


I wish to stress again that we as radiologists 
cannot afford to sit idly by and treat our patients 
with carcinoma of the cervix just as we have 
treated them for the past 20 years. There is 
ample evidence from many quarters that thought- 
ful care and skilful execution is able to produce 
increasingly good results. We must take our cue 
from the surgeons who are exploiting every 
possible angle of approach in the care of this 
disease and leave nothing undone which offers 
any hope of success. 


It is unfair for us to belabor our surgical 
colleagues who do not adequately treat these 
patients by the means at their disposal while at 
the same time we continue to use antiquated 
methods of radiation therapy. It is just as bad 
for us to give patently inadequate treatment by 
radiation as it is for the surgeon to do an 
inadequate surgical removal of a carcinoma of 
the cervix. 


I am convinced on the other hand that there 
is a place for surgery in the treatment of car- 
cinoma of the cervix when done by the expert. 
In the earliest cases I am also convinced that 
it is the equal, not the superior, of good radiation. 
Its main place is in the care of those relatively 
few radio-resistant tumors which remain after 
intensive radiation, and the occasional case which 
justifies the use of the radical procedure, as ad- 
vocated by Brunschwig. In conclusion, let me 
say that the new trial of surgery as a method 
of treatment for carcinoma of the cervix should 
act as a stimulus to all radiologists to seek by 
unremitting care and application to improve 
their own method of treatment. If this is done 
I am sure that radiation will always prove to be 
far superior to the usual surgical methods as 
applied to this condition. Inadequate and poorly 
planned radiation offers no more to the patient 
than inadequate surgical attack. It is up to us 
to see that our own methods are constantly 
improved. 
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DISCUSSION (Abstract) 


Dr. Charles L. Martin, Dallas, Tex—I am much in- 
terested in the relative advantages and disadvantages of 
the various technics now used in the treatment of cancer 
of the cervix. 

Because of the limited time I shall comment only 
upon Dr. kerr’s statements favoring surgery for radio- 
resistant tumors and far advanced lesions. All radi- 
ologists would welcome surgical help in such cases but 
the reliable statistics now available indicate that surgeons 
have little to offer. The poor results obtained by Heyman 
and Belonoschkin with a series of 67 radio-resistant 
cases subjected to the Wertheim operation suggest that 
radio-resistant tumors are incurable by any known 
method of treatment. A recent report made by Brunsch- 
wig and his associates covering a series of advanced 
cases subjected to their radical procedure without a single 
patient’s surviving more than 8% months, seems to cast 
grave doubt on the value of ultra radical surgery. When 
all of the known data is considered carefully, irradiation 
therapy in competent hands still seems to ,be the best 
form of treatment for cancer of the uterine cervix. 


THE MATERNAL BREAST* 


By Davin Finpey, M.D. 
Omaha, Nebraska 


It is strange indeed that in the past few 
decades few women are either willing or able to 
nurse their offspring. Surely these breasts were 
developed and physiologically prepared for the 
reception of the newborn but far too few women 
will avail themselves of the advantages already 
prepared for them. 

Most psychiatrists and the majority of pedi- 
atricians agree that the benefits received by the 
breast-fed child are far greater than those of the 
artificially fed. Nearly all obstetricians believe 
that the physiological processes of involution are 
hastened as a result of infant suckling because 
of a definite relationship between the mammae 
and the uterus. Stimulation of the breasts will 


*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Fifth Annual Meeting, Dallas, Texas, November 5-8, 1951. 


*From the Department of Obstetrics and Gynecology, University 
of Nebraska College of Medicine, Omaha, Nebraska. 
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cause uterine contractions, as evidenced by “after 
pains” following breast feeding, which aid in 
the process of involution. 


Breast feeding is economical and this is no 
small factor during these times of inflation. 
Furthermore the mother’s milk transmits im- 
munity to various diseases, thereby reducing 
the incidence of neo-natal morbidity. 


Why then is the percentage of capable and 
contented nursing mothers steadily declining? 
Several factors may be considered. 


(1) Socio-Economic Factors——During these 
days of mad hustle and bustle, the high cost of 
living, and the fact that many of the husbands 
are or have been in the armed service, women 
by the thousands have been pressed into offices 
and industries in order to provide, or supple- 
ment, the necessary finances to raise the family. 
Obviously their offspring must and should be 
weaned. However, one or two weeks nursing will 
not interfere with these outside activities and 
both mother and child will benefit from this 
brief endeavor. Cessation of lactation is readily 
accomplished by appropriate methods. 


(2) Community Activities—Modern society 
leaves many mothers little time to spend in the 
home. Social and philanthropic organizational 
activities have placed a terrific burden upon 
them. Of necessity “sitters” must be employed 
to care for their siblings while the young mothers 
are attending committee meetings, welfare clinics 
and what not. Naturally they cannot nurse their 
children. How much better for all concerned if 
some of our ladies, whose children have passed 
adolescence and are more or less self sufficient 
could assume more of the civic duties and thus 
allow the young mother properly to care for 
her brood as Nature intended? 

A very apt comment appeared in the Sep- 
tember 1951 issue of the Readers’ Digest. 

“Why are we young mothers having so much difficulty 
nursing our babies?” 

“Well,” the physician said after a moment’s considera- 
tion, “you take a cow and chase it out in the pasture. 
Run it around the pasture full speed all day long. Then 
when evening comes, rush her back to the barn. That 
cow won’t give any milk either.” 

(3) Vanity—Too much emphasis is now 
placed on outside activities. Social functions 
must be attended and entertainment offered. 
These functions would have to be forfeited should 
the young mother be compelled to return home 
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every three or four hours to nurse her child. 
This is pure selfishness on the part of the mother. 

Fear of ruining the figure is frequently offered 
as an excuse for not nursing. The husband is 
often the instigator of this opinion. This premise 
is false. Rarely do the breasts lose fullness and 
become flabby and pendulous following cessation 
of lactation. 


(4) Psychogenic Factors.—Wars and threats 
of war result in worry, a sense of insecurity, 
broken homes, widowhood and fatherless chil- 
dren. During the last war it was common to see 
“War Widows” living with relatives with re- 
sultant domestic discord. Mental, emotional or 
spiritual unrest will interfere with normal lac- 
tation as easily as, or more than, physical dis- 
ability. 

Previous disappointing experiences at nursing 
play definite roles during subsequent puerperia. 
A past history of sore or cracked nipples, breast 
abscess or a sudden cessation of lactation results 
in an indelible defeatist attitude on the part of 
the mother. Often the unfortunate experiences 
of one patient in a ward will reflect on the mental 
attitude of all other patients in the room with 
resulting feeding problems. A little time spent 
in explanation and reassurance can overcome this 
obstacle. 


(5) Exhaustion Physical and mental exhaus- 
tion early in the puerperium play prominent 
roles in subsequent lactation. Few, if any, pa- 
tients are capable of supplying an adequate 
amount of milk if they are allowed to conclude 
their pregnancies in a weakened or run down 
condition. They must be brought to term in the 
best possible physical condition, devoid of mental 
worry. Every effort must be made to conserve 
the mother’s strength, blood loss, fluid and 
electrolyte balance during labor, and the delivery 
should be accomplished with a minimum of 
trauma and loss of blood. 


It is of the utmost importance that the mother 
have adequate rest following delivery of the 
child. Overzealous, overpowering and over en- 
thusiastic and garrulous friends, relatives and 
well wishers invariably leave the patient ex- 
hausted physically and mentally. The result is 
a diminution of the milk supply, a frustrated 
mother and a crying baby. 

(6) The Physician.—I realize that I am tread- 
ing on dangerous ground when I discuss this 
subject. However, I feel that we, as physicians, 
are largely to blame for the many “bottle 
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babies.”” An immense load has been placed upon 
the shoulders of the practicing physician during 
the last decade. Throughout the past war, and 
as a result of the present emergency, many hun- 
dreds of doctors have seen or are experiencing 
service in the Armed Forces creating an extra 
burden on those of us on the home front. Our 
duties have multiplied many times and we have 
been deprived of sufficient time to spend with 
the individual patient. The tremendous increase 
in the birth rate over the past five years has 
placed a terrific load on all physicians, par- 
ticularly upon the pediatrician. His duties have 
doubled and tripled. In order to save time and 
energy and many a call from distressed or ex- 
hausted mothers he has advised artificial feeding 
more and more. It does save time for him and 
results in fewer consultations. This is not the 
final answer to baby feeding problems, however. 
Are we sacrificing a normal and physiologic 
process, a function that definitely aids involu- 
tion in the mother and increases her maternal 
instincts, and an added sense of security for the 
newborn child to satisfy the whim of the mother 
or the convenience of the physician? 


Certainly there are in many patients factors 
that preclude attempts at nursing. Chronic de- 
bilitating diseases, breast neoplasms, non-erectile 
nipples and many other conditions may be listed 
in this category. 

(7) Ignorance.—It is surprising indeed how few 
adolescent girls are taught the true facts of life. 
A large percentage of these individuals approach- 
ing maturity are largely or totally ignorant of 
their own anatomy and the functions of their 
specialized organs. Education from proper sources 
is woefully inadequate although great strides have 
recently been made, particularly in our public 
and higher educational institutions. A girl should 
be impressed that the main function of the breasts 
is to feed babies and it should be a privilege to 
use them for that purpose. If the Lord had 
figured out a better method of feeding children 
I am sure He would have made the necessary 
arrangements. 


How then to achieve the goal of a happy 
lactating mother and a healthy contented child? 


(1) Education.—As stated above, proper edu- 
cation of the adolescent should begin as soon as 
the child’s inquisitiveness demands. This instruc- 
tion should be given by the mother or father in 
all frankness, sincerity and without shame or 
embarrassment. Classes in physiology should be 
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included in all high schools and sex education in 
all colleges and finishing schools. Premarital 
consultation and examination with the physician 
should be an integral part of the girl’s educa- 
tion. Needless to say this will require a great 
deal of time and patience on the part of the 
busy practitioner but the effort will be worth 
while. 


(2) Prenatal Care.—During routine prenatal 
visits further encouragement should be given the 
patient regarding her motherly duties and their 
advantages. In the early stages of pregnancy no 
physical preparation need be offered save for a 
well fitting brassiere plus local cleanliness. The 
breasts should be lifted upward and to the mid- 
line. Tight binding supports should be avoided. 


Beginning at the seventh month of pregnancy 
the nipples should be “toughened up” by a 
process of massage. Twice daily the nipple is 
pulled outward with a twisting motion as an 
ointment with a lanolin base is massaged into 
the tissues. It is amazing how quickly the 
nipple is toughened but yet made soft and 
pliable. This procedure will greatly decrease 
the percentage of sore or cracked nipples after 
nursing has been instituted. Dehydrating agents, 
irritating substances and traumatizing technics 
should be avoided as they tend to lead to sub- 
sequent complications. 


(3) Post-Partum Care.—Immediately following 
delivery the breasts are thoroughly cleansed, the 
nipples swabbed with alcohol, dried, a square of 
sterilized waxed paper placed over the nipples 
and a firm (but not binding) uplift type of 
breast binder applied. The baby is brought to 
the breast twice during the first twenty-four 
hours, then every six hours the second day and 
finally every three or four hours, according to 
the wishes of the pediatrician or obstetrician. 
Before and after nursing the nipples are cleansed 
with a mild aqueous antiseptic solution (prefer- 
ably not boric acid). 


Considerable difficulty may be encountered in 
instructing both mother and child in the secret 
of successful nursing. However, patient, en- 
couraging instruction from nurse and physician 
alike usually will be rewarded. Much trauma 
to the nipple may be avoided if the colostrum in 
the first postpartum days, and the milk after 
lactation has been instituted, are drawn to the 
surface by the simple method of manual mas- 
sage and stripping of the breasts. The baby will 
thus not be required to struggle. to draw the 
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secretions to the surface and obtain its nourish- 
ment. It is also of utmost importance that the 
child get the entire nipple in its mouth. Grasping 
and chewing on a mere portion of the nipple 
inevitably resorts in considerable pain to the 
mother, a loss of interest on her part, a sup- 
pression or diminution of normal lactation and 
a hungry and dissatisfied child. Sore, fissured 
and frequently bleeding nipples are the after- 
math. 


(4) Diet—Frequently the question is raised 
as to what foods should be eaten to increase the 
supply of milk. The answer is a well rounded 
diet composed of adequate amounts of proteins, 
fats, carbohydrates, minerals and vitamins. 
Special attention should be given to milk prod- 
ucts, soups and cereals. Additional B complex 
vitamins are thought to be of value and may 
be prescribed without harm. Injection of lac- 
togenic hormones has proven useless. 


The use of alcohol and tobacco may be dis- 
cussed together. Resort to either in moderation 
is not detrimental to mother or child. It is only 
with excessive usage, as with everything else, 
that harmful results occur. The addict, whether 
of nicotine or alcohol, is a pathologic case and 
is a mentally sick patient. This mental dis- 
turbance will in turn interfere with normal lac- 
tation. It is the primary disease that disturbs 
normal milk production, not the effects of such 
indulgence. 


Primary engorgement of the breast is due to 
circulatory stasis and not to excessive milk pro- 
duction. During this stage of congestion the 
fluid intake should be limited. It has been found 
that hot-packing of the breast before nursing 
stimulates the free flow of circulation and milk. 
Cold compresses cause vasoconstriction and add 
difficulty in emptying the breast. Unrelieved 
engorgement may be followed by serious after- 
maths. Should the child be unable to empty the 
breast completely the patient is instructed to 
strip the breast manually. This procedure has 
been proven much more satisfactory than the 
use of mechanical devices. It not only prevents 
undue congestion but also aids in stimulation of 
the lactiferous glands to the greater production 
of milk that will be needed as the child grows 
and requires more food. Several years ago the 
practice of applying dry sterile gauze pads under 
the binder for the purpose of absorbing excessive 
secretions was discarded and was replaced by 
placing a piece of waxed paper with an adequate 
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amount of some bland lanolin-based ointment 
over the nipple. It has been proven that the in- 
cidence of sore and irritated nipples has been 
greatly lessened since this procedure was in- 
stituted. 


Should, for any reason, lactation be deemed 
inadvisable the administration of adequate doses 
of estrogenic or male sex hormones or a com- 
bination of the two will usually accomplish the 
desired results within several days. A tight 
breast binder, limitation of fluid intake and a 
saline purge are helpful adjuncts. It is advisable 
to empty the breasts before the binder is applied. 
Repeated pumping serves to stimulate the breast 
to increased secretion and should be avoided 
except in rare instances. Occasionally subsequent 
engorgement follows efforts to dry up breasts 
and great relief will be given to the patient by 
relieving this pressure. The use of camphor or 
camphorated oil is undesirable, unless one wishes 
a questionable or telltale odor about the premises. 


Cracked, fissured or bleeding nipples should 
immediately arouse the attention of the ob- 
stetrician in order to prevent more serious com- 
plications. These complications are usually seen 
in women with flat or inverted nipples in which 
the child has great difficulty in grasping the 
nipple or in those who allow the baby to nurse 
for too long a period of time. They occur in 
those who have not properly prepared themselves 
for nursing during the latter months of preg- 
nancy. 

Nipple shields are extremely useful in non- 
erectile cases. They prevent friction and further 
irritation from clothing. They may be used in 
conjunction with ‘healing ointments” such as 
vitamin, penicillin, sulfa, or aureomycin oint- 
ments. Many pharmacopeial companies produce 
effectual preparations. Occasionally resort to 
compound tincture of benzoin or 2 per cent silver 
nitrate plus external dry heat is necessary to re- 
lieve local lesions. Benzoin may be applied after 
each nursing without danger. Silver nitrate may 
prove to be irritating and thus should be used 
but once a day. When the breasts are too irri- 
tated for the reception of the child a breast 
pump may be employed temporarily and the 
extracted milk fed the child until nursing is 
reinstituted. Seldom is it necessary to halt lac- 
tation because of fissured nipples. 

The usual infective organism in mastitis has 
been found to be the Staphylococcus aureus; 
however, mixed infections are not uncommon. 
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Because of the almost universal, and at times 
indiscriminate, use of the various antibiotics for 
all types of infections and conditions this or- 
ganism is becoming increasingly resistant to 
penicillin and to many of the sulfa preparations. 
Aureomycin, in therapeutic doses, seems to be 
the drug of choice. Stubborn fissures may be 
healed and the early (or lymphatic) stage of 
infection may be arrested. Resolution of early 
abscess formation may follow adequate dosage 
of aureomycin. In advanced cases this drug will 
rapidly aid in localization of the infection and 
thus enhance early surgical intervention. The 
child is allowed to nurse from the unaffected 
breast with little danger. Infrequently a mild 
gastro-intestinal upset or mild case of diarrhea is 
encountered in the child. The affected breast is 
stimulated, by pumping, to further secretion and 
as soon as the infection has subsided re-establish- 
ment of nursing is encouraged. It must be ad- 
mitted that convincing the patient, who has 
passed through this unfortunate experience, to 
continue to nurse is a Herculean task, and usually 
results in failure. 

There is, however, no substitute for immediate 
surgical incision and adequate drainage when 
faced with true abscess formation. The lines of 
the incision should be made in a radial fashion 
to preserve the normal blood supply. This pro- 
cedure is accompanied by proper antibiotic 
therapy. When surgical intervention is necessary, 
lactation should be suppressed and the child 
placed on suitable artificial feedings. 

Radiation therapy of mastitis, which in the 
past gave promise, has largely given way to 
treatment with antibiotics. Its results cannot 
compare to more modern methods. 


SUMMARY 


Breast feeding is the method of choice and 
can usually be accomplished by proper educa- 
tion and encouragement of the patient along with 
special preparation of the pre- and neonatal 
breast. The patient must be made to feel that 
it is her duty and privilege to nurse her off- 
spring. Much can be done to further an adequate 
milk supply and to prevent complications brought 
on by improper handling of the breasts. Thera- 
peutic measures for the infected mammae are 
discussed and evaluated. Certainly a happy and 
healthy mother and a contented thriving child 
are well worth all the painstaking and trying 
efforts undertaken by the patient physician. ° 
446 Aquila Court 
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PRESENT STATUS OF THE USE OF 
ULTRASONIC ENERGY IN PHYSICAL 
MEDICINE* 


By Frank H. Krusen, M.D.‘ 
Rochester, Minnesota 


The employment of high-frequency acoustic 
vibrations for underwater communication be- 
ginning about thirty years ago inaugurated the 
scientific studies of ultrasonic energy. Since then 
several thousand articles dealing with various 
applications of ultrasonic energy have been pub- 
lished. Within the past few years, several hun- 
dred articles have been published concerning the 
medical uses of ultrasonic energy. Most of the 
publications dealing with such medical uses have 
emanated from Germany, Austria and other 
European countries. Up until the present time, 
American physicians have shown little interest 
in this subject. 

Unfortunately the European medical literature 
has tended to exaggerate the value of ultrasonic 
therapy just as the European medical literature 
of fifteen years ago exaggerated the value of 
short-wave diathermy. Some conception of the 
extensive use of ultrasonic therapy in Europe 
can be gained by consideration of the fact that 
it was recently reported! that by May 31, 1951, 
5,350 ultrasonic devices were being employed by 
physicians in western Germany alone. This in- 
dicates that there is one ultrasonic machine in 
medical use for every six physicians practicing 
in that country. 

About fifteen years ago, German and Austrian 
medical literature was filled with exaggerated and 
uncritical claims concerning the value of short- 
wave diathermy in a vast number of diseases. It 
was contended that short-wave diathermy would 
be helpful in treatment of malignant disease and 
it was also claimed that short-wave electrical 
radiations produced a number of effects other 
than those attributable to heating of tissues. 





*Read in Section on Physical Medicine and Rehabilitation, 
Southern Medical Association, Forty-Fifth Annual Meeting, Dallas, 
Texas, November 5-8, 1951. 


*Report of studies performed in the Mayo Clinic and Mayo 
Foundation in conjunction with J. F. Herrick, Ph.D.; Carl F. 
Schlotthauer, D.V.M.; Khalil G. Wakim, M.D., Ph.D., Division 
of Experimental Medicine; Warren A. Bennett, M.D., Section of 
Pathologic Anatomy; Joseph M. Janes, M.D., Section of Ortho- 
pedic Surgery; Edward H. Lambert, M.D., Ph.D., Section of 
Physiology; and Paul A. Nelson, M.D., Thomas P. Anderson, 
M.D., Ralph E. DeForest, M.D., and Walter J. Treanor, M.B., 
Fellows in Physical Medicine and Rehabilitation. 

¢Section of Physical Medicine and Rehabilitation, Mayo Clinic, 
Rochester, Minnesota. 
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Today the German and Austrian medical litera- 
ture is filled with exaggerated claims concerning 
the value of ultrasonic energy in a great number 
of diseases and certain German physicians have 
claimed that ultrasonic therapy would be of value 
in the treatment of malignant disease. Likewise, 
German physicians have been claiming mys- 
terious effects of ultrasonic energy other than 
those attributable to heating of tissues. 


Fifteen years ago European short-wave dia- 
thermy machines were being imported in large 
numbers into the United States and at that time 
American manufacturers began producing such 
machines in even larger quantities. Today 
European ultrasonic devices are being imported 
into America in ever-increasing numbers and 
American manufacturers are starting to make 
ultrasonic apparatus for employment in medicine. 


The medical employment of ultrasonic energy 
for therapeutic and diagnostic purposes appears 
promising provided such energy is employed 
properly by skilled physicians. It is therefore of 
the utmost importance for American physicians 
to become acquainted with the medical uses of 
ultrasonic energy, to examine carefully the evi- 
dence concerning its diagnostic and therapeutic 
usefulness, and to determine promptly the limi- 
tations and dangers of such diagnostic and thera- 
peutic applications. Studies which we have 
already conducted convince us that the thera- 
peutic application of ultrasonic energy in only 
slightly larger doses than those usually recom- 
mended may cause damage of an irreversible 
nature to certain living tissues and that such 
overdoses are potentially dangerous. It is ap- 
parent that the margin of safety is much nar- 
rower with ultrasonic diathermy than with short- 
wave diathermy. 


ULTRASONIC APPARATUS 


Quartz crystals and certain other crystals will 
become electrically charged on opposite surfaces 
when they are subjected to mechanical pressure. 
This property is spoken of as the “piezo-electric 
effect.” The reverse effect will also occur and 
the crystal will undergo a mechanical vibration 
when opposite sides are subjected to an alternat- 
ing electric field. Commonly, ultrasonic vibra- 
tions are produced by employing this reverse 
effect on piezo-electric crystals. A piezo-electric 
transducer is constructed which will convert 
electrical oscillations into mechanical vibration 
which in turn will produce high-frequency sound 
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waves. These vibrations are then transmitted 
through a “sound head” or applicator to the 
region which is to be treated. 

Ultrasonic radiations cannot pass through a 
vacuum as do electromagnetic vibrations but re- 
quire a material medium for their propagation. 
Ultrasonic energy travels approximately four 
times as fast in liquids and up to twenty times 
as fast in solids as it does in air. These high- 
frequency sound waves tend to travel in straight 
lines and if the critical angle is exceeded, they 
are completely reflected at the interface between 
two mediums. These waves also exhibit inter- 
ference phenomena and are refracted. A particle 
in the ultrasonic field is forced to vibrate at a 
rate of 800,000 cycles per second yet the par- 
ticle is not displaced from its position of rest by 
more than 1/100,000 of a centimeter. 


EFFECTS OF ULTRASONIC RADIATION 


Not only does ultrasonic energy produce heat- 
ing of living tissues but when an ultrasonic wave 
is passed through a liquid, it alternately com- 
presses and separates its component particles. 
With high enough intensity, the disruptive forces 
exceed the intermolecular bonds and the medium 
is actually split apart. This phenomenon, which 
involves not only the formation of cavities but 
also their sudden collapse, is called “cavitation.” 
Heating and cavitation are two of the princi>al 
effects of ultrasonic radiation. Other mechanical, 
thermal, chemical, biologic and physiologic effects 
of ultrasonic energy have been described else- 
where by Nelson, Herrick and me.’ 

Almost twenty years ago it was shown? that 
bone marrow could be heated to high tempera- 
tures by ultrasonic radiation and it was suggested 
that the therapeutic possibilities of ultrasonic dia- 
thermy should be studied. Furthermore, many 
European physicians have mentioned an “anal- 
gesic effect” of ultrasonic radiation. Among the 
diseases treated by ultrasonic therapy in Europe 
have been listed herpes zoster, intercostal neu- 
ralgia, sciatica, lumbago, multiple sclerosis, myal- 
gias, neuralgias, periarthritis (humeroscapular) , 
spondylitis (deforming), and trigeminal neu- 
ralgia. Particularly good results were claimed 
in treatment for various types of neuralgia. 

Pohlman‘ concluded that in order to provide 
the correct dose for treatment, an intensity of 
ultrasonic radiation of 2 to 5 watts per square 
centimeter should be employed. He said that 
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such a dose should produce erythema without 
causing the development of edema. Furthermore, 
it has been concluded that a frequency of 800,000 
cycles per second is most satisfactory for therapy. 
(This is the frequency which has been employed 
in the experiments I am about to describe). 


On completing a survey” of the literature of 
ultrasonics in medicine, we concluded that despite 
enthusiastic claims of some European investi- 
gators, there was too little known about the 
physiologic effects of ultrasonic energy for us to 
recommend its use in treatment of any disease 
of man, but at the same time we concluded that 
the possibilties of ultrasonic energy were such 
that further careful scientific evaluation of the 
diagnostic and therapeutic applications was in- 
dicated. Therefore, we began various laboratory 
studies on living animals. Because of the report® 
of the effectiveness of ultrasonic energy in heat- 
ing bone marrow, we began with studies of this 
subject. 


RELATIVE HEATING OF BONE MARROW, 
BONE CORTEX AND MUSCLE 


In developing this study,5 we had constructed 
an efficient ultrasonic generator which produced 
a maximal output of 15 watts. The area of the 
crystal employed in this apparatus is approxi- 
mately 5 sq. cm. Also, we imported from Ger- 
many a Siemens “sonostat” which delivered up 
to 60 watts of ultrasonic energy. In this device 
the piezo-electric crystal has an area of 10 sq. 
cm. and is mounted in a grounded metal unit 
(the applicator or “sound head’’) in such a way 
that the ultrasonic waves are conducted through 
a metal diaphragm. 

We measured the temperature of bone marrow, 
bone cortex and muscle by means of thermistors 
and thermocouples. These temperature-measuring 
devices were placed in the bone marrow, bone 
cortex and muscle of the hind leg of an anes- 
thetized dog. Repeated studies indicated that an 
application of 5 watts for one and a half minutes 
produced an average rise in temperature of the 
bone marrow of 5.4° C., of the bone cortex of 
5.9° C., and of the muscle of 1.1° C. When 
the wattage was increased from 5 to 10, these 
temperatures were almost doubled and the aver- 
age rises were as follows: for bone marrow, 10.3, 
for bone cortex, 10.5, and for muscle, 2.2° C. 
Thus in anesthetized dogs, when the wattage was 
increased from 5 to 10, the rise in temperature 
approximately doubled. 
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Following ultrasonic irradiation at an output 
of 5 watts for only one and a half minutes, the 
rises of temperature of bone cortex and bone 
marrow were slightly greater than those obtained 
after thirty minutes of microwave irradiation at 
an output of 65 watts. There was no apparent 
gross damage to superficial tissues following such 
applications of either microwave or ultrasonic 
energy. 

EFFECTS OF ULTRASONIC ENERGY 
ON THE NERVOUS SYSTEM 


In this study,® fairly heavy doses of ultra- 
sonic energy were applied to the lower portion 
of the spinal cord and to peripheral nerves of 
living dogs. Objective observations of extent of 
paralysis and of alteration of action potentials 
of nerves were made. Rises of temperature pro- 
duced by ultrasonic energy were recorded and 
histopathologic changes caused by the ultrasonic 
energy in the nerves and spinal cord were also 
demonstrated. 


Oi particular interest were our observations on 
the effects of ultrasonic energy on action poten- 
tials. When maximal doses were applied, there 
was complete block of the action potentials in 
8 of 12 dogs within ten minutes or less and 
there was only partial recovery thereafter. Fur- 
ther study indicated that the action potential of 
the sciatic nerve was decreased by direct heating 
in a manner which was strikingly similar to that 
produced by ultrasonic energy. 

When temperatures were recorded in the 
sheath of the sciatic nerve, it was found that 
the range of temperature at which the action 
potential becomes decreased is narrow, ranging 
between 48 and 52° C. If ultrasonic energy 
produced only partial decrease of action poten- 
tials, subsequently recovery was usually complete, 
whereas if the action potential was completely 
blocked, reco\ery usually was only partial or 
there was no recovery. 

When maximal doses of ultrasonic energy were 
applied to the lower portion of the spinal cord 
or to the sciatic nerve for periods of thirty 
minutes, there was usually complete paralysis 
and in the spinal cord there was, on necropsy, 
evidence of marked gross pathologic changes 
with severe necrosis. When ultrasonic energy 
was applied in maximal doses over peripheral 
nerves, subsequent histologic sections revealed 
marked degenerative changes in the nerve while 
the surrounding muscle remained normal in 
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appearance, thus indicating that there was 
selective damage to nerves as compared with 
muscles. 


RELATIVE EFFECTS OF ULTRASONIC ENERGY 
AND HEAT ON CONDUCTION OF NERVES 


In these studies,’ we applied ultrasonic energy 
to the sciatic nerve of a bullfrog between stim- 
ulating and pickup electrodes, using a dosage of 
4 watts per square centimeter. If a coolant was 
circulated around the nerve which prevented any 
rise of temperature during the application of 
ultrasonic energy, no change in the action poten- 
tials occurred. If the circulation of the coolant 
was stopped, the ultrasonic energy caused a rise 
of temperature in the nerve and decrease of the 
action potential occurred, indicating a block of 
conduction in some fibers. Also there was some 
evidence of a differential effect on the “A” and 
“B” fiber groups. 

When a thermode was employed to heat the 
nerve, such direct heating produced exactly the 
same effects on action potentials as did heating 
by means of ultrasonic energy. The temperature 
at which complete block of fiber groups occurred 
was essentially the same whether heating was 
produced by the thermode or by ultrasound. 
These experiments suggested that ultrasound of 
intensities and frequencies employed in physical 
medicine at the present time has no effects on 
conduction in peripheral nerves other than those 
produced by the rise of temperature. 


EFFECT OF ULTRASONIC ENERGY ON THE 
GROWING ENDS OF LONG BONES 


When we studied* the effect of ultrasonic 
energy as applied to the hind legs of young dogs 
(4 to 6 months old), we found that severe 
damage could occur. The dogs were anesthetized 
and the sound head was kept moving to minimize 
the effect of standing waves and to distribute the 
energy throughout the bone. In a typical study 
when eleven ultrasonic applications of 10 watts 
for five minutes were given to 1 young dog, 
marked damage occurred. Eleven weeks after 
the last application, a roentgenogram showed 
obliteration of the lateral half of the upper tibial 
epiphyseal line, destruction of the medial part 
of the medial tibial plateau, erosion of the surface 
of the medial condyle of the femur and partial 
obliteration of the lower femoral epiphyseal line. 

In another typical study, four ultrasonic ap- 
plications of 10 watts for ten minutes were made 
to the leg of another young dog and two weeks 
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later a fifth application was made. A roentgeno- 
gram made nine weeks and three days after this 
last application revealed obliteration of the upper 
tibial epiphyseal line in its lateral half, rarefac- 
tion in the condyles of the femur, obliteration 
of the lower femoral epiphyseal line, dislocation 
of the knee joint and swelling of the tissues. 


HISTOPATHOLOGIC CHANGES PRODUCED IN 
VARIOUS TUMORS BY ULTRASONIC ENERGY 


When we applied ultrasonic energy in maximal 
doses to various tumors of animals,? we found no 
remarkable effects. When a transmissible lympho- 
sarcoma of the type originated by Carl Olsen, Jr., 
was implanted in the breast of a chicken and five 
days later this tumor was treated by the appli- 
cation of 15 watts of ultrasonic energy for thirty 
minutes on two occasions, there was considerable 
necrosis and destruction of the skin and under- 
lying tumor. However, there was still a solid 
mass of tumor infiltrating the muscle. 


Following the application of ultrasonic energy 
of 15 watts for seventy-five seconds over a trans- 
missible glioma of the ependymoma type in a 
mouse, there was considerable necrosis of the 
tumor but still much viable tumor tissue re- 
mained. 

On the application of 20 watts of ultrasonic 
energy for ten minutes to a Walker carcinoma 
in a rat, there was focal necrosis of the skin, 
muscle and tumor but not complete destruction 
of the tumor. 


On the application of ultrasonic energy for 
thirty minutes at 15 watts over a spontaneous 
squamous cell carcinoma of a dog, there was 
necrosis of the tumor but there was also much 
viable tumor tissue remaining. 

On the application of 15 watts of ultrasonic 
energy for thirty minutes over a plasma cell 
myeloma of a dog, there was superficial necrosis 
but there was little or no effect on the tumor. 


HISTOPATHOLOGIC CHANGES PRODUCED IN 
NORMAL TISSUES BY ULTRASONIC ENERGY 


On exposure of normal chicken liver to a 
maximal dose of ultrasonic energy, an area of 
necrosis developed in the liver immediately be- 
neath the breastbone. Three days after an appli- 
cation of 25 watts of ultrasonic energy for four 
minutes to the skin of a dog, microscopic ex- 
amination revealed ulceration of the epidermis 
with necrosis of all the elements including the 
muscle. There was selective destruction of hair 
follicles. 
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One application of 15 watts of ultrasonic 
energy for thirty minutes to the testes of a dog 
produced marked destruction of all the cells 
except the basal elements in the seminiferous 
tubules. 

One hour after an application of 20 watts of 
ultrasonic energy for ten minutes to the intestine 
of a rat, microscopic examination revealed diffuse 
necrosis throughout the thickness of the intestinal 
wall. This necrosis occurred at the point of a 
gas bubble in the intestine which acted as a 
barrier, reflecting the ultrasonic energy and 
severely damaging this portion of the intestine 
because of the extra exposure produced by the 
combination of the original radiation and the 
reflected radiation. 


The changes in muscles produced by maximal 
doses of ultrasonic energy included edema and 
interstitial hemorrhage followed by degeneration 
of the fibers, increase in sarcolemma cells and 
hemorrhage. Finally, collapse of the muscle 
fibers was noted while there was degeneration 
of the fibers with calcification. 


Maximal doses of ultrasonic energy applied 
over the spinal cord produced necrosis throughout 
its entire thickness with extensive destruction of 
myelin and all the elements of the cord. This 
caused complete paralysis. 


Peripheral nerve fibers exhibited myelin de- 
generation which often was patchy but sometimes 
was rather diffuse. Swelling and lobulation of 
the axons accompanied the destruction of myelin. 


When maximal doses of ultrasonic energy were 
applied to mature bone, there was fragmentation 
of the trabeculae with hemorrhage and destruc- 
tion of the marrow. When such doses were 
applied to immature bone, there was erratic 
growth of cartilage which was irregularly ossified 
and the marrow was markedly destroyed. 


CONCLUSIONS AND COMMENT 


Applications of ultrasonic energy as described 
can produce sharply localized heating of living 
tissues and can cause selective heating of bone 
cortex and bone marrow as does no other source 
of energy employed so far for medical diathermy. 

If ultrasonic diathermy is employed clinically, 
a wide margin of safety with regard to dosage is 
necessary because of the unexpected variations 
which frequently arise. 

Ultrasonic energy applied in maximal doses 
over the lower vertebrae of dogs will produce 
paralysis of the hind legs and tail. Ultrasonic 
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energy in the amount of 3.0 to 5.8 watts per 
square centimeter when applied to the midthigh 
will produce complete blocking of, or at least 50 
per cent decrease in, the action potential of the 
intact sciatic nerve in 60 per cent of dogs so 
treated. Recovery will usually be complete when 
the action potential has been only partially de- 
creased by the ultrasonic energy but recovery will 
generally be incomplete when the amplitude of 
the action potentials has been completely flat- 
tened. Direct heating produces an effect on the 
action potentials that is strikingly similar to the 
effect produced by heating with ultrasonic energy. 
Ultrasonic energy produces a greater destructive 
effect on the spinal cord than on the sciatic 
nerve. 


Ultrasonic energy of the intensities and fre- 
quencies employed in physical medicine probably 
has no effect on conduction in peripheral nerves 
other than the effects produced by the rise of 
temperature. Ultrasonic energy when applied as 
described is extremely destructive to the growing 
bones of the dog. Therefore, until safe doses are 
clearly determined, ultrasonic therapy should not 
be applied to growing bones. 


Among the tumors we have treated (includ- 
ing transmissible lymphosarcoma, transmissible 
glioma of the ependymoma type, Walker car- 
cinoma, spontaneous squamous cell carcinoma, 
and plasma cell myeloma), ultrasonic energy 
produced no demonstrable selective action. There 
was as much destruction of normal tissues as 
there was of the tumor. It was possible to cause 
necrosis at will in various tumors but never 
possible to destroy them completely. 

In normal tissues ultrasonic energy can pro- 
duce markedly destructive reactions. These de- 
structive changes can occur at the point of 
application of the ultrasonic energy or through- 
out the pathway of the radiation through the 
tissues or at the point of exit. The degree of 
destruction varies according to the type and 
density of the tissues and according to the 
presence or absence of fascial barriers. The re- 
actions obtained in various animals were similar 
and varied not with the animal but with the 
intensity and duration of the treatment. 


In nearly all our studies, maximal doses were 
employed. However, except in one study, the 
doses did not exceed even half those which are 
available on one of the machines cusmonly 
employed by physicians. The maximal dosage 
we employed (except in a few instances) was 
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25 watts for thirty minutes. The machine is 
capable of providing 60 watts for indefinite 
periods of time. Therefore, it is evident that such 
a machine when employed at maximal dosages 
can produce severe damage of many types of 
tissue. The spinal cord, peripheral nerves, testes, 
growing bones and hair follicles appear to be 
particularly susceptible to damage. 


The danger of intensification of dosage by re- 
flection from fascial barriers or gas pockets must 
always be considered. The effects of ultrasonic 
energy on living tissues appear to be chiefly those 
of heating. 

The studies which have been described have 
been carried on continuously over the past three 
years and have covered rather fully the effects 
of maximal dosages of ultrasonic energy on 
living animals. Now we hope to investigate the 
effects of smaller dosages and to attempt to 
determine what the optimal dosages, if any, may 
be. It is obvious that ultrasonic energy is a 
potent destructive agent which may be extremely 
dangerous if employed indiscriminately by un- 
skilled persons. It also seems apparent that 
continued laboratory investigations of the thera- 
peutic and diagnostic possibilities of this new 
and powerful physical agent are justified. In 
proper dosage, ultrasonic energy may prove to 
be a valuable diagnostic and therapeutic agent. 


From a diagnostic standpoint, Ludwig and 
Struthers!° have developed a method for locating 
nonradiopaque gallstones and foreign bodies at 
operation by ultrasonic means. Wild!! has de- 
vised a method of measuring the thickness of the 
intestinal mucosa by ultrasonic methods and 
Hueter and Bolt!? have devised a procedure for 
performing ventriculography by ultrasonic means 
(sonography ). 

From the therapeutic standpoint, it must be 
remembered that many potent therapeutic agents 
are dangerous in overdoses. When no anesthesia 
is employed, pain will serve as a danger signal 
and prevent overheating of tissues. In proper 
dosage, ultrasonic diathermy may well produce 
valuable selective heating effects not previously 
obtainable. The possibility that ultrasound may 
produce effects, other than thermal ones, on 
the tissues is recognized. Nevertheless the effects 
are obviously chiefly those of heating and there 
is no need for ultrasound to produce other mys- 
terious effects for it to be of value in therapy. 
It must be realized that many thousands of 
patients have been treated with ultrasonic dia- 
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thermy in Europe without apparent harmful 
effects. Nevertheless it is believed that phy- 
sicians should await further cautious study of 


ultrasonic therapy before employing it indis- 


criminately in practice. 
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MEDICAL RESEARCH IN THE SOUTH 
GROWS APACE* 


By Witu1aM T. SANGER, Ph.D., LL.D.t 
Richmond, Virginia 


This conversation was heard outside my office 
door many years ago: 


“IT wish I could get more research money for my 
department,” commented the first speaker. The rejoinder 
of a colleague came instantly, “What you need, old 
fellow, is not more money but more ideas to spend 
properly the money which you already have.” Then I 
heard a hearty laugh and departing steps. 


Ideas undoubtedly come first. They do in 
any important undertaking; when right they 
attract research money magnet-like, as all of 
us know, yet a point more to be stressed at times. 


*Chairman’s Address, Section on Medical Education and Hos- 
pital Training, Southern Medical Association, Forty-Fifth Annual 
Meeting, Dallas, Texas, November 5-8, 1951 


tPresident, Medical College of Virginia, Richmond, Virginia. 
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I wish you might have shared the thrill of 
reading the reports on research which came 
from 27 schools of medicine, all but two, in 15 
states and the District of Columbia in the 
southern region. These were requested as the 
basis for this paper and every one indicated 
marked research development and some almost 
phenomenal advances since the close of World 
War II, a period of approximately five years. 
It is doubted whether there has ever been a 
comparable period in the history of American 
medical education. It is definitely no longer 
necessary to turn to a very few centers, as in 
World War II, for special or routine research; 
the South has materially contributed to a re- 
distribution of scientists. 

Physical facilities, research personnel, and 
large support funds: these resources share some- 
what equally in our new research emphasis. It 
was not intended that this report be quantitative 
but it is perhaps safe to say that money for 
research has increased from five to tenfold in 
our southern medical schools in the past half 
decade. It is stated in the 1950-51 Report on 
Medical Education in the United States and 
Canada by the Council on Medical Education 
and Hospitals of the American Medical Associa- 
tion, page 168, that such education in the United 
States this year will cost $74,350,000 and that 
this will be supplemented by $35,250,000 for 
research; thus, teaching budgets will be supple- 
mented by research budgets by nearly 50 per 
cent. This ratio of funds available for investiga- 
tive work to routine teaching budgets can be 
matched by southern medical schools, perhaps 
the greater majority of them, in fact. 


How has this research achievement in the 
South been possible? You and I knew the story 
in general before the reports came in. After the 
war we were able to recruit large numbers of 
younger men with imagination, ideas, insatiable 
curiosity, and abundant drive to supplement the 
older men who had gone off to war or govern- 
ment services of one kind or another. Then came 
the generous grants from the Army, Navy, the 
Public Health Service, from the Atomic Energy 
Commission and others to supplement those 
which were continuing from regular budgets, 
from the pharmaceutical houses, the philan- 
thropic foundations, industrial firms, individuals, 
and a variety of local, smaller foundations. With 
personnel eager to go, with money in hand, in 
many instances new physical facilities followed 
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forthwith. This stream of events has been dupli- 
cated with increasing tempo on almost every 
medical school campus in the southland in the 
past five years. 

This research development was naturally ac- 
companied by certain fears. On some campuses 
the new money was not used to pay salaries of 
permanent faculty members. It was used, rather, 
for technicians, animals, equipment, laboratories, 
and so on. On others, new top personnel were 
brought to the institution under an agreement 
which gave no assurance of permanent employ- 
ment and provided in some measure compensa- 
tion for this disadvantage through higher salaries. 
Thus was continued a rather common practice in 
recruiting wartime research workers. It was 
probably inevitable, however, that the salaries of 
some regular faculty members should be supple- 
mented from research funds as extra compensa- 
tion for extra responsibilities. What we need 
certainly is long-term security in research. Lack- 
ing it today leads hundreds of scientists to go 
into practice, into industrial work, or to reduce 
time given to research and hence research results. 


The effect of this research development cannot 
be fully appraised for many years; however, its 
immediate effect is arresting. One dean writes, 

‘Probably for the first time in 126 years of its history, 
it is reasonable to state that an active research program 
is in progress in every division of the Medical School.” 

That situation repeated many times in our 
region is bound to have a beneficial ultimate 
cumulative effect. This effect is several-fold: on 
institutional morale, on the development of added 
research personnel, on the favorable recruitment 
of teachers and researchers, on the sum total of 
research results, and on students, our first 
concern. 

Another dean has this to say in this regard, 


“This (research) trend has had a very excellent effect 
upon the teaching of students and the development of 
young graduate students, many of whom are working 
on research projects. Several men have, of course, be- 
come so interested in previously unknown interests in 
research that they have decided to pursue research and 
teaching as their life’s work.” 

This situation, as you well know, is duplicated 
over and over again in our institutions. 

One of my old teachers used to say to us as 
youngsters that there is no substitute for the 
enthusiasm, competence, and caution that come 
with discovery, regardless of kind, and these at- 
tributes carry over into the classroom, the lab- 
oratories, and the clinic. He believed these re- 
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search results were as important as additions to 
knowledge. His conclusions have been confirmed 
by my own observations over many years, but 
the public and perhaps the people who make 
the research funds available from taxes or as 
gifts, may need more education before they 
understand the broad advantages of research; 
and now we come to the difficult question as to 
how the multiplying research funds of the past 
five years are to be continued and increased. 


The case for research must be carried to the 
public wherever it is. One dean ventured the 
view in his report, 

“IT feel that sources of local support for research in 
our medical schools in the South are available if we 
stimulate interest. It is up to us to stimulate this interest 
and demonstrate the value of research in terms of health 
and welfare.” 

The pertinence of this statement lies in the 
success of its author in securing local funds for 
research. 


Somebody has said that research is “guerilla 
warfare against the unknown.” The public knows 
that warfare always costs and has hazards, and 
so has research; the public knows less of re- 
search costs and hazards, however. These 
hazards have sometimes been deterrents. Those 
especially gifted in research are not sufficient 
to go around. A good deal of work, therefore, 
has been done in the name of research at the 
hands of the less competent; this may have set 
it back at points. Further, it is not always 
realized that research is unpredictable. It must, 
therefore, be viewed on a long-range basis, and 
in the hands of the competent. On this basis it 
pays big dividends. Those who support it must 
understand the failures and look to the inevitable 
worthy results which are certain to follow when 
there is patience aplenty, and backing for able 
investigators. When the potentialities of research 
are viewed in perspective substantial backing is 
likely to eventuate. 

What can research be expected to do, asks 
the onlooker. One of the first results of research 
is increase in trained personnel. For such per- 
sonnel there is no substitute in plans or money. 
One reason we are short on research personnel 
can be traced directly to the lack of research 
support in our colleges, universities, and research 
institutes. It is fair to suggest that those who 
support research whether taxpayers or other in- 
dividuals and corporations, must find a fair 
measure of dividends in better prepared research 
personnel. Some of these, too, may never do a 
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day’s work in a research laboratory after they 
have mastered some of the tools of research and 
shown perhaps even a high degree of aptitude. 
A good many of them will reach places in top 
administration or management. To their posi- 
tions they will bring fruitful curiosity, imagina- 
tion, trained observation and analysis, proper 
caution in drawing conclusions, drive, and many 
of the other attitudes and characteristics found 
indispensable to research. Certainly administra- 
tion and management can profit by those who 
know what research is and can approach their 
problems with research outlook and understand- 
ing. I personally know administrators who 
regularly approach their responsibilities in the 
spirit of research and thus become creative in- 
stead of routine administrators. One often thinks 
that many activities in almost every field of 
endeavor suffer because of non-research attitudes 
too persistently maintained. 


However, some of those trained research per- 
sonnel will continue in research and pay off in 
basic and applied research. A sound and able 
research worker, the public should know, is a 
priceless asset, so priceless that a corporation 
may buy another organization, plant and _ all, 
just for its research team. Sometimes the able 
researcher has enough ideas to keep a score of 
assistants busy, sometimes at feverish pace. He 
is so priceless that he should be given more 
freedom than most of the other individuals in 
the organization. Sometimes his inspiration, or 
whatever it is that keeps him going, will seem 
to peter out but he will generally renew it by 
visits to colleagues, to an outlandish place maybe 
to be alone and there to dream, to the theatre, 
to church, to the haunts of men, or to the waste 
places of the earth, in one or many of these 
places, to renew himself, to rekindle the ideas and 
the faith necessary for tomorrow’s work. Mere 
money will not buy these top people; they must 
be paid certainly but they must be recognized 
and appreciated as well. 

Another expectation of research is to increase 
our firsts and our bests. Increasing the number 
of bests in the South, a dest department in a 
medical school, a best anything, just so it is a 
best. These bests will raise morale, wipe out 
inferiority complexes, and hold more best minds 
in the South, always needed. If we could get 
every leader of the region in medicine, in busi- 
ness, in education, in industry, in religion, in 
every sphere of human endeavor, to resolve in- 
dividually and unitedly to dedicate himself to 
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more bests in the South, measured against the 
nation and the world, soon there would be many 
more of them in our midst. 


After referring the public to research as a 
source of personnel and a fair share of bests, 
we can point to its salutary effect on teaching, on 
students and staff as a whole, and easier staff 
recruitment. Then we may portray research 
results, what some communities, states, and in- 
dividuals have done to advance research. All 
of these examples need not come from medicine 
alone. 


Here follow three southern case histories from 
the deans’ reports. They made good examples 
for education: 


(1) “In August, 1946, the Oklahoma Medical Re- 
search Foundation was chartered as a charitable, non- 
profit organization, affiliated with the University of 
Oklahoma School of Medicine. Over a period of four 
years over 7,000 individuals pledged $3,300,000 to this 
Foundation. A three-story Research Institute building, 
containing the finest research facilities, has been con- 
structed adjacent to the School of Medicine, together 
with a 24-bed research hospital. A highly qualified 
scientific staff has been appointed. A broad program 
of research has been started in oncology, cardiology, 
metabolic disorders, and basic medical sciences. Okla- 
homa is seriously attempting to foster medical research 
in the Southwest. The effort is perhaps unusual in that 
it has the interest and active support of a large number 
of individual citizens. Members of the faculty of the 
School of Medicine were active in the conception of the 
program; they planned the facilities of the Institute; 
they participated actively in the fund-raising campaign; 
and they are cooperating on research projects in the 
Institute. Members of the Institute staff have academic 
appointments in the School of Medicine. Faculty mem- 
bers are consultants to the Research Foundation in their 
specialties. The two institutions share property, facilities, 
and personnel.” 

(2) “At the close of the war, when our staff reas- 
sembled and prepared to return to its peacetime activities, 
it was apparent at Louisvile that a serious shortage existed 
in personnel and facilities for research. This was par- 
ticularly distressing in view of the availability of funds 
in support of research to those institutions which could 
use them profitably with existing facilities. Inquiry re- 
vealed that only one or two departments in our school 
had sufficient permanent staff, and adequate facilities, 
to employ outside grants in aid of research. 


“Two major steps have been taken to correct this 
situation. Four years ago the University authorized the 
creation of the University of Louisville Institute for 
Medical Research, separately incorporated by the State 
of Kentucky, for the single purpose of facilitating re- 
search. Local funds were obtained amounting to 
$100,000, with which two laboratories were constructed 
and equipped for studies of hospital patients and normal 
subjects. More recently, for the past three years, the 
State of Kentucky has undertaken a partial subsidy of 
research in the Medical School, to the extent of $125,000 
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annually. The state funds were allotted to the Medical 
School by a Research Commission, appointed by the 
Governor, with authority to award contracts for medical 
research. The terms of the contracts have been quite 
liberal, and have resulted in no restrictions on our re- 
search activities. Louisville, of course, has also had other 
research funds.” 

(3) “Research at the University of Texas Medical 
Branch in Galveston has been enormously accelerated 
since World War II and has been closely integrated into 
the teaching and service program. A series of twelve 
special research laboratories has been established, with 
legislative support. These form an organizational basis 
for continued research in such selected fields as experi- 
mental medicine, experimental surgery, cardiovascular 
disease, tissue culture studies, general microbiology, hema- 
tology, malaria, virus diseases, rickettsial diseases, in- 
dustrial toxicity, helminthology, tissue metabolism, and 
medical physics. Each of these research laboratories is 
under the direction of a qualified member of the staff 
and has budgetary provision for technical assistants and 
supplies. These organized research laboratories are ex- 
tremely helpful in providing confidence for satisfactory 
research cooperation from private and public agencies 
who are interested in giving grants to the Medical Branch 
for the support of research. The State Legislature has 
appropriated approximately $50,000 a year to support 
research, while grants from public and private sources 
total more than $400,000 annually. 

“Significant research developments at the Medical 
Branch have been closely correlated with these special 
research laboratories, and with departmental labora- 
tories.” 


It is regretted that detailed accounts of spe- 
cific research projects cannot be given here de- 
partment by department, although many such 
details were given in the reports received. Also, 
I wish it were possible to state categorically that 
the quality of our now increased research matches 
its quantity. We shall leave that for time to 


settle. Rather, we are attempting an over-view 
of the field. 


This has confirmed the conviction, already 
plaguing, that we may wake up one fine day to 
learn that Congress has not renewed its research 
appropriations in sufficient amounts to go around 
as formerly. Meantime, are we building up local 
and regional reserves and support to cope with 
such a crisis, a near catastrophe? Some centers 
are doing it; others need to do more educational 
work, taking the public into confidence, creating 
local medical school research foundations where 
advisable, and doing a multitude of other things 
to cultivate and secure research money. 

Maybe a self-appointed committee, or a com- 
mittee of this Section of the Southern Medical 
Association, could meet to survey all possible 


fund raising procedures and share its work with 
all the rest of us. 
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ACTH AND CORTISONE* 
THEIR ROLE IN DERMATOLOGIC THERAPY 


By J. LaMar Cattaway, M.D. 
Durham, North Carolina 


The physiology of ACTH and cortisone is well 
established. The mechanism of action of these 
hormones in diseases which affect mesenchymal 
tissue and other tissues is not clearly understood. 
It is almost impossible to predict what disease 
processes may be affected favorably. This dis- 
cussion is based on a review of published data, 
personal communications, and personal experi- 
ence. An attempt will be made to summarize 
in general terms the present place of ACTH and 
cortisone in dermatologic therapy. 

For a more fundamental discussion of ACTH 
and cortisone, the proceedings of the first and 
second clinical ACTH conferences should be read 
carefully.! ? 


One must remember from the outset that 
ACTH and cortisone cure nothing. Administra- 
tion of either one or both preparations to patients 
with acute or chronic diseases may result in 
partial to complete remission in the clinical 
disease process without influencing the etiologic 
agents. Diseases which are self-limited are more 
favorably influenced. Strangely enough, for such 
potent therapeutic remedies, contraindications to 
their use are more clear-cut than the indications. 
Although there are times when the disease process 
in question may outweigh some of the conditions 
listed as relative or absolute contraindications for 
ACTH or cortisone therapy, in general the fol- 
lowing conditions must be considered as relative 
or absolute contraindications to the use of these 
preparations. 


CONTRAINDICATIONS 


(1) Hypertension 

(2) Impaired renal function 

(3) Tuberculosis and other infections 

(4) Personality disorders 

(5) Cushing syndrome 

(6) Impaired cardiac reserve (except rheumatic) 

(7) Polycythemia 

(8) Osteoporosis 

(9) Peptic ulcer 

(10) Diabetes mellitus 

(11) Adreno-genital syndrome (ACTH contraindicated, 
cortisone helpful) 





*Chairman’s Address, Section on Dermatology and Syphilology, 
Southern Medical Association, Forty-Fifth Annual Meeting, Dallas, 
Texas, November 5-8, 1951 


*From the Division of Dermatology and Syphilology, Department 


of Medicine, Duke University School of Medicine and Duke Hos- 
pital, Durham, North Carolina. 
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ACTH and Cortisone Usually Helpful —There 
are a number of conditions in which ACTH and 
cortisone are usually helpful, particularly the 
hypersensitive states in which there is an antigen- 
antibody reaction and in which the disease itself 
is usually self-limited. Hypersensitive states that 
develop as a result of drug eruptions and which 
commonly run a limited course respond as a rule 
dramatically, as do most cases of urticaria with 
the exception of solar urticaria. Acute contact 
dermatitis, acute erythema multiforme, and 
angioneurotic edema are also processes which 
usually respond well to ACTH or cortisone. 
Acute atopic eczema may be helped, but ACTH 
or cortisone is not recommended for routine use 
in atopic eczema. When both the patient and 
physician are frantic with an acute problem that 
has not responded to conservative therapy, 
ACTH or cortisone may be helpful in getting the 
patient under immediate control. 


As mentioned before, although ACTH and 
cortisone cure nothing, it appears that acute 
disseminated lupus erythematosus, pemphigus, 
erythema nodosum, and some types of exfoliative 
dermatitis, chiefly those due to drugs, are helped 
by the use of ACTH and cortisone. 


ACTH and Cortisone Temporarily or Par- 
tially Beneficial—If one reviews the literature to 
date, one will find contradicting statements as 
to the effectiveness of ACTH and cortisone in 
a number of cutaneous disorders and it appears 
that ACTH and/or cortisone are at least tem- 
porarily beneficial in lichen planus, scleroderma, 
some acute types of psoriasis, dermatitis herpeti- 
formis, and the exudative discoid and lichenoid 
chronic dermatosis of Sulzberger. There are many 
other favorable reports about varying dermatoses, 
but on the basis of published data, the above list 
seems to be representative. 


ACTH and Cortisone of Little Value—tIn our 
experience, and on the basis of published data 
it appears that ACTH and cortisone are of little 
or no value in mycosis fungoides, and other 
cutaneous lymphoblastomas, the viral diseases in 
general, solar urticaria, acanthosis nigricans and 
dermatomyositis. The latter condition is some- 
what controversial, but in our experience, little 
permanent benefit has been obtained. 


ACTH and Cortisone Locally—ACTH or cor- 
tisone locally is useless except in interstitial 
keratitis, and other allergic eye conditions in 
which locally applied solutions of cortisone are 
invaluable. 
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ACTH and Cortisone Dosage.—It is difficult 
to recommend any uniform dosage schedule for 
ACTH or cortisone for the dosage depends on 
the individual patient’s response which can best 
be followed by routine eosinophil counts, but in 
general one may begin with 20 units of ACTH 
intramuscularly every four to eight hours. If 
the patient is resistant to treatment, the adminis- 
tration of ACTH intravenously in a dosage of 
10-20 units over an 8-24 hour period may be 
used. This mode of therapy also decreases cost 
of treatment. The longer each intravenous drip 
is used, the more efficacious is the treatment. 
Cortisone may be given intramuscularly in a 
dosage of 50 to 200 mg. daily or orally in a 
dosage of 25 to 50 mg. every six to eight hours. 
It is important to seek the lowest effective dose 
and withdraw medication slowly unless only a 
short course of treatment has been required. If 
kidney function is normal, the patient should eat 
a low sodium diet and take potassium chloride 
three to six grams daily. 


Minimal Studies Before Therapy—The min- 
imal work-up before ACTH or cortisone therapy 
should include a complete physical examination 
with blood pressure determinations, urinalysis, 
and roentgenogram of the chest. Hospitalization 
is desirable to get treatment started. A complete 
blood count, differential, erythrocyte sedimenta- 
tion rate, hematocrit, electrocardiogram, blood 
carbon dioxide, chlorides, potassium, and eosino- 
phil counts are extremely helpful and desirable 
and should be obtained if possible. 


Untoward Reactions——The signs and symp- 
toms of ACTH or cortisone intolerance include 
the development of a moon face, acne, hirsutism, 
glycosuria, or edema, which are disturbing, but 
do not necessarily indicate that therapy must 
be discontinued. However, the development of 
hypertension, psychosis, hypochloremia, hypo- 
kaliemic alkalosis, intestinal perforation, activa- 
tion or spread of infection, severe headache, 
convulsions, or acute pulmonary edema require 
immediate cessation of therapy. 


Routine Minimal Studies During Therapy.— 
The routine minimal guide during therapy should 
include urinalysis, blood pressure, determinations 
and weight at least twice weekly, and later on 
after the patient is on a maintenance dose, as 
an ambulatory patient, weight, blood pressure, 
and urinalysis can be carried out weekly. Head- 
aches, weakness, edema, or other signs of in- 
tolerance require complete re-evaluation. 
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SUMMARY 


ACTH and cortisone are most helpful in the 
hypersensitive state in which the disease process 
itself is self-limited. ACTH and cortisone are 
indicated in the more severe conditions such 
as acute disseminated lupus erythematosus, pem- 
phigus, and exfoliative dermatitis. They may be 
helpful in lichen planus, scleroderma, some acute 
forms of psoriasis, dermatitis herpetiformis, exu- 
dative discoid and lichenoid chronic dermatosis 
of Sulzberger, and possibly dermatomyositis. It 
is recommended in acute atopic eczema only in 
instances in which the patient is in a precarious 


_condition, and not for routine use. The local use 


of ACTH and cortisone is of no value except for 
interstitial keratitis and other allergic eye con- 
ditions. 


Contraindications, routine pre-treatment studies, 
signs of intolerance and minimal studies during 
therapy are outlined. 
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THE VALUE OF ACTH AND CORTISONE 
IN OCULAR INFLAMMATIONS* 
A PRELIMINARY REPORT 


By G. ALLEN LAWRENCE, JR., M.D. 
Nashville, Tennessee 


During the past year two new therapeutic 
agents, ACTH (adrenocorticotropic hormone) 
and cortisone, have been introduced for the treat- 
ment of ocular inflammations. This preliminary 
report deals with their evaluation as determined 
by clinical observation. No experimental work 
is included. Because of the short period over 
which these patients have been followed, it is 
impossible to come to extensive conclusions. 
Your attention is called to similar reports by 
Gordon and McLean,! Henderson and Hollen- 
horst,? Spies and Stone,’ Woods* and others,’ °? 
which have been or soon will be published. The 
patients whose cases are reported here were under 
the care of certain members of the staff of the 
Department of Ophthalmology of Vanderbilt 
University Hospital. 


*Read in Section on Ophthalmology and Otolaryngology, South- 
ern Medical Association, Forty-Fourth Annual Meeting, St. Louis, 
Missouri, November 13-16, 1950. 


tFrom the Department of Ophthalmology, Vanderbilt University 


School of Medicine, Nashville, Tennessee. 
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ACTH 


ACTH is a hormone derived from the anterior 
lobe of the pituitary gland. The commercial 
supply is obtained from the pituitary gland of 
animals. The chemical structure is a complex 
protein and for this reason has not as yet been 
synthesized. It is called adrenocorticotropic hor- 
mone or ACTH because of its effect upon the 
cells of the adrenal cortex, resulting in produc- 
tion of three groups of steroid hormones. Some 
of these compounds, one of which is cortisone, 
modify the eye’s response to inflammatory 
stimuli. 

The adrenal hormones have effects which are 
extremely important when one is considering the 
use of ACTH in treatment. The first group in- 
fluences the metabolism of carbohydrate, protein 
and fat. This must be considered in diabetic 
patients. The second group alters the balance 
of sodium and other electrolytes which may re- 
sult in fluid retention. This is important in 
patients with hypertensive, cardiac or nephritic 
disease. The third group has an androgenic or 
masculinizing effect, which is not frequently 
manifested under ordinary dosage. 

It should also be known that the administra- 
tion of ACTH depresses the secretion of ACTH 
from the patient’s own pituitary gland. If the 
parenteral supply is suddenly terminated, symp- 
toms may result due to lack of the hormone. 

The exact mode of action of the steroids stimu- 
lated to production by ACTH is not known. It 
is possible that they interfere directly in the 
chemical reactions of the individual tissue cell. 
They seem to protect the cell from various harm- 
ful stimuli. The objective signs of inflammation 
such as fever, pain, redness, outpouring of in- 
flammatory cells and fibrin are inhibited. The 
fibroblastic response is thus reduced. There may 
also be an alteration in the central nervous sys- 
tem. Euphoria is frequent. Excessive stimulation 
may cause psychotic manifestations such as 
depression. 


CORTISONE 


Cortisone is a hormone of the adrenal cortex. 
The therapeutic preparation is synthesized into 
a crystalline pure compound. What has been said 
concerning the effects of the steroids whose pro- 
duction is stimulated by ACTH, must also be 
considered in the use of cortisone. Alteration 
in carbohydrate, protein and fat metabolism, dis- 
turbance of electrolyte balance, creation of mental 
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aberrations and interference with the equilibrium 
of the sexual characteristics are known to occur. 
The response with cortisone is more predictable 
than with ACTH because it acts directly. 


Methods of Administration —ACTH is sup- 
plied as a powder to be dissolved in saline for 
parenteral use. Because of its widespread sys- 
temic effect, it is the policy of our hospital for 
the patient to be under the careful observation 
of the medical or pediatric departments and for 
the dosage to be determined by them in collabora- 
tion with the ophthalmologist. 

It is usually given in divided doses at least 
every six hours. The initial daily dose for adults 
should be small, probably not over 50 mg. in 
order to observe the clinical response and evi- 
dence of abnormal reactions. Daily amounts ex- 
ceeding 100 mg. are not advocated. The amount 
should be gradually reduced before cessation of 
treatment. 

Cortisone is crystalline and is supplied in a 
saline suspension of 25 mg. per cc. for parenteral 
use. For topical application this may be diluted 
with saline, or the crystals may be combined 
with an ointment base. 


If it is to be given parenterally, the patient is 
hospitalized and the responsibility is shared by 
the medical or pediatric departments. However, 
if cortisone is to be used locally in dilute con- 
centration, we feel that this is not necessary. 


Contrary to the parenteral administration of 
ACTH, cortisone is given in relatively high initial 
daily doses with a lower level of maintenance 
concentration quickly determined. It need not 
be given so frequently, as it is more slowly ab- 
sorbed from the site of injection. In adults, 300 
mg. may be used on the first day with a main- 
tenance daily dose of 100 mg. It should be with- 
drawn gradually before stopping treatment. 

Before attempting to use these hormones in 
treatment, much more should be known about the 
dosage schedule and effects than can be written 
here. Their use is highly dangerous and should 
not be attempted without a previous medical sur- 
vey of the patient’s general health by a physician 
aware of the potentialities of these agents. 

At the present time, the topical application of 
cortisone is believed to be less hazardous. There 
is apparently no great systemic concentration 
obtained. Local irritation has been reported, but 
in our cases this did not occur. Subconjunctival 
injections of undiluted cortisone have been used 
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elsewhere and adverse local tissue reactions have 
been noted in some patients. 


We have used only the local instillation of 
drops of cortisone. It was prepared in a dilution 
of saline, 1 part cortisone and 4 parts saline. 
This provided a concentration of 5 mg. per cc. 
We have used it every thirty minutes initially, 
then reduced the frequency to every hour, every 
three hours, three times a day and finally once 
daily before stopping. We have some patients 
who showed recurrence of inflammation when the 
medication was terminated. These have been 
placed on a daily dose to be used for an in- 
definite period of time. What the result of this 
will be is yet to be determined. There are pa- 
tients who I am sure would otherwise be blind if 
they were not receiving it. 


VALUE IN EXTRA-OCULAR INFLAMMATIONS 


Five patients with external inflammations were 
treated (Table 1). Two patients received no 
benefit. One of these, with vernal conjunctivitis 
of one year’s duration, had been previously 
treated with x-ray and beta ray therapy. The 
other patient, with Sjogren’s syndrome, was ob- 
served while receiving cortisone for rheumatoid 
arthritis. Repeated measurements of the tear 
production by the Schirmer test, as well as by 
direct examination of the eyes and by the pa- 
tient’s symptoms, gave no indication of improve- 
ment in function of the lacrimal gland. It was 
necessary to keep artificial tears on the cornea 
to prevent denudation of the epithelium. 


Three patients showed definite improvement. 
The first was suffering from a fourth recurrence 
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Diagnosis Patient Treatment Result 

Vernal ' Male Cortisone No improvement 

conjunctivitis age 7 local 

Keratitis Female Cortisone Schirmer test time, 

sicca age 58 intramuscular keratitis unaffected 

(Sjogren’s 

syndrome) 

Dendritic Female Cortisone Inflammation sub- 

keratitis age 16 local sided in 3 days 

Marginal Female Cortisone Inflammation sub- 

stromal age 23 intramuscular sided in 3 days 

keratitis 

Interstitial Male ACTH Inflammation sub- 

keratitis age 12 intramuscular sided, cornea 

(syphilitic) cortisone cleared 
intramuscular 


cortisone local 
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of dendritic keratitis. The present episode was 
treated for eight days with aureomycin. This 
was followed by iodine cauterization. Seven days 
later no improvement had been noted and the 
instillation of local cortisone was begun. In three 
days the active inflammation had subsided. In 
one week the eye showed only the previously 
existing opacity. 

The second patient had a marginal stromal 
infiltrative keratitis of one month’s duration. An 
etiologic diagnosis was not determined. A posi- 
tive brucellergin test was found, but there was 
no evidence of active brucella infection. This 
patient was treated with atropine and aureomycin 
for ten days without improvement. Local use of 
cortisone brought relief of pain and redness in 
five hours and complete return to normal in three 
days. No stromal infiltration persisted. 


The third patient had had bilateral acute 
syphilitic interstitial keratitis for one month. He 
had had a course of penicillin completed two 
weeks prior to admission, without relief from 
ocular symptoms. This patient obtained dramatic 
relief from pain and photophobia with improve- 
ment in vision upon clearing of the dense stromal 
infiltration. His initial response was to ACTH. 
The recurrence upon cessation of ACTH was 
quickly controlled by parenteral cortisone and 
maintained by local cortisone. 


No final conclusions can be made from ob- 
servation of these few patients. The failure in 
treatment of vernal conjunctivitis might have 
been due to the dense character of the granula- 
tions which had been irradiated. Perhaps the 
penetration would have been greater from paren- 
teral than from local administration. Replace- 
ment of glandular tissue by fibrous tissue would 
be expected in the lacrimal gland of the patient 
with keratitis sicca. In such cases, an increased 
flow of tears would not be anticipated. 


The three patients who responded do show 
some similarity. They were suffering from active 
inflammation of short duration in which there 
had been relatively little permanent destructive 
tissue changes. They showed hyperemia and 
infiltration of inflammatory cells into ocular 
tissues. The hormones, whether they reached the 
tissue cells endogenously or exogenously, rapidly 
blocked this inflammatory response. Allergy was 
probably a factor in the onset of inflammation 
in each case. Even with virus infection present 
in dendritic keratitis, Thygeson has pointed out 
the hypersensitivity of corneal cells developed by 
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repeated infection. One might therefore believe 
that ACTH and cortisone interfere with the 
chemical response initiated in the cell by the 
allergen, whether of virus, bacterial or spirochetal 
origin. It apparently is a transient interference, 
as indicated by the recurrence of inflammation 
upon cessation of treatment for the patient with 
interstitial keratitis. However, the blocking effect 
does purchase the time during which no further 
destructive change occurs, and during which 
either the concentration of allergen is reduced or 
the patient’s own immunity is increased. In the 
eye this can mean the difference between sight 
and blindness. All of us know that many of these 
inflammations will subside if enough time elapses, 
but all too frequently there is irreversible re- 
placement of normally transparent structures by 
optically opaque fibrous tissue. 

Value in Intra-ocular Inflammations.—Nine 
patients with intra-ocular inflammations were 
treated (Table 2). Two showed improvement 
but with some limitations. Both suffered from 
recent uveitis complicating cataract extraction 
which had been performed over a year previously. 
Cortisone controlled the ciliary injection and in- 
filtration of cells in the aqueous. However, in 
one the intra-ocular pressure increased while 
using topical cortisone in spite of absence of 
signs of active inflammation. The other patient’s 
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Method of 
Diagnosis Patient Treatment Result 
Chronic uveitis, Male Cortisone Inflammation sub- 
complicating age 43 local sided, recurrences 
aphakia controlled 
Chronic uveitis, Male Cortisone Inflammation sub- 
complicating age 42 local sided 
aphakia cortisone 

intramuscular 
Chronic Male ACTH Incomplete clearing 
iridocyclitis age 45 intramuscular of vitreous opacities 
Chronic Female Cortisone Incomplete clearing 
uveitis age 36 local of vitreous opacities 
Acute Male Cortisone Inflammation sub- 
iridocyclitis age 29 intramuscular sided in 3 days 
Chronic Female Cortisone Inflammation sub- 
iridocyclitis age 54 local sided in 3 days 
Chronic Female ACTH Inflammation sub- 
iridocyclitis, age 58 intramuscular sided in 24 hours, 
secondary cortisone recurrence controlled 
glaucoma local 
Acute Male ACTH Inflammation sub- 
choroiditis age 38 intramuscular sided, residual 

macular atrophy 

Optic Male Cortisone Inflammation sub- 
neuritis age 41 intramuscular side 
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corneal stroma became opaque. Whether or not 
cortisone played a part in the onset of these two 
complications will remain to be seen. 


Improvement was manifested in two of these 
nine cases by reduction of vitreous opacity with 
resultant increase in vision. The signs of anterior 
ocular segment inflammation were controlled. 


The remaining five patients had good to ex- 
cellent results from the treatment. The active 
inflammation was rapidly controlled in three pa- 
tients suffering from recurrent nongranulomatous 
uveitis. Another, with recurrent uveitis and sec- 
ondary glaucoma, suspected of being sympathetic 
in origin, was freed of symptoms and signs of 
activity. In the remaining patient, optic neuritis 
responded iavorably to the administration of 
parenteral cortisone. Edema of the disc was 
notably diminished in four days, with improve- 
ment in vision. By the sixteenth day the fundus 
appeared entirely normal. 


What has been said regarding the general re- 
sponse of external inflammations can also be 
applied to those of the intra-ocular structures. 
If by early treatment and control of acute re- 
current uveitis, we can prevent atrophy of the 
iris, formation of synechiae, complicating cata- 
ract, pupillary membrane, hypotony and other 
accompaniments, a tremendous step in the pre- 
vention of blindness will occur. Likewise, if we 
can deactivate early inflammation of the posterior 
segment, we may be able to preserve large areas 
of functioning choroid and retina. Alvaro and 
many: others have emphasized the fact that if we 
can confine the early edematous and infiltrative 
phase in acute choroiditis to a small area, we may 
prevent a peripheral or paramacular lesion from 
extending into the macular region and interfering 
with central vision. For this reason, it is my 
opinion that the possibility of using these hor- 
mones should be considered in every patient with 
acute posterior uveitis. If used immediately, they 
might tend to minimize the destructive phase of 
this inflammation. 


REPORT OF CASES 
EXTRA-OCULAR INFLAMMATIONS 


Case 1.—This patient was a 7-year-old boy who had 
had severe signs of bilateral vernal conjunctivitis for 
one year. He had received x-ray and beta ray therapy 
without improvement. He was found to be sensitive to 
Staphylococcus toxin, but a trial at desensitization with 
Staphylococcus toxoid made him worse. He was placed 
on local instillation of cortisone every two hours. After 
one week there was no change and it was discontinued. 
Parenteral administration was not attempted. 
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Case 2.—Keratitis sicca (Sjogren’s syndrome). This 
patient was a 58-year-old woman who had been re- 
peatedly hospitalized for treatment of rheumatoid arthri- 
tis. She had been using artificial tears for five months 
prior to the present admission. She was given 450 mg. 
of cortisone parenterally over a five-day period before 
it was temporarily discontinued because of “nervous- 
ness.” Treatment was reinstituted and a satisfactory 
response for her arthritis was obtained. Repeated 
Schirmer tests were performed before and during her 
treatment. They had previously varied from 3 to 5 mm. 
and showed no alteration while receiving cortisone. 
When the epithelium of the cornea began to desquamate, 
Gifford’s tear solution was reordered. 


Case 3—This patient was a 16-year-old girl who was 
seen on the third day of the fourth recurrence of 
dendritic keratitis of the left eye. Her first episode was 
in 1938. She was placed on local instillation of aureomy- 
cin and atropine. This was discontinued after no im- 
provement was noted in eight days. At this time the 
cornea was cauterized with iodine but after seven days 
the keratitis remained active. Cortisone drops were then 
ordered to be used every hour. In three days the symp- 
toms and signs of inflammation had subsided. The 
medication was continued for sixteen more days before 
being discontinued. 


Case 4.—This patient was a 23-year-old woman who 
complained of symptoms of marginal stromal keratitis 
which had persisted for one month. There was a stromal 
infiltration without ulceration extending centrally for 
3 mm. at the lower nasal limbus. A superficial diffuse 
corneal opacity was noted near the upper limbus. No 
evidence of blepharitis or conjunctivitis was found. A 
survey of her general health was normal. She had a 
positive brucellergin test but no active infection. The 
initial treatment of atropine and aureomycin was dis- 
continued after ten days because there had been no 
improvement. Local cortisone instillations were ordered 
and in five hours the pain and redness had gone. On 
the third day the stromal infiltration had completely 
cleared. The medication was stopped. No recurrence 
has been noted. 


Case 5.—This patient was a 12-year-old boy who was 
admitted because of ocular pain and blurred vision of 
one month’s duration. He had been found to have 
syphilitic interstitial keratitis at another hospital and 
had received 4,640,000 units of penicillin. There was no 
objective change in his ocular status. At first examina- 
tion, vision in the right eye was reduced to light per- 
ception; in the left eve it was 20/100. There was 
bilateral active diffuse interstitial keratitis. He was ad- 
mitted to the Pediatrics Service. After thorough exami- 
nation ACTH was administered beginning with 12.5 
mg. every six hours. After eighteen hours of treatment 
the patient noted subjective relief and was able to open 
his eyes. In ten days the slit-lamp examination revealed 
peripheral clearing of the stromal infiltration. By the 
eighteenth day the right cornea had almost completely 
cleared while the left cornea was clear except for a 
central area of about 3 mm. There was no discomfort. 
Vision improved to 20/40 in the right eye and 20/50 
in the left eye. He received ACTH for twenty-six days. 
Twenty days after cessation of ACTH, symptoms of 
photophobia recurred and he was immediately given 
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cortisone parenterally every other day. On the fourth 
day the symptoms had subsided but the injections were 
continued nine days. Cortisone by instillation was em- 
ployed for thirty-seven days and the treatment stopped. 
His corrected vision was 20/30 in the right eye; 20/50 
in the left eve. 


INTRA-OCULAR INFLAMMATIONS 


Case 1—Chronic uveitis, complicating aphakia. This 
patient, a 43-year-old man was first examined because 
of symptoms of bilateral blurred vision. Diagnosis of un- 
complicated cortical cataract was made. Extracapsular 
extraction with peripheral iridotomy was performed on 
the right eye. Three months later mild uveitis occurred. 
He received local and foreign protein therapy with 
temporary relief. Local cortisone was ordered. The pain, 
ciliary injection and presence of aqueous cells sub- 
sided in five hours. Transient blurring recurred when 
the treatment was stopped. On the third week, following 
the use of cortisone, the intra-ocular pressure was first 
found to be elevated to 31 mm. Foreign protein was 
ordered and in forty-eight hours the pressure was 
normal. He remains on these two drugs and is free of 
symptoms. 


Case 2.—Chronic uveitis, complicating aphakia. This 
42-year-old man developed failing vision at the age of 
34. Combined extracapsular cataract extraction of the 
right eye was performed at the age of 39. One year 
later, discission was necessary. This was followed in a 
year by combined extracapsular extraction of the left 
eye. He maintained 20/20 vision in both eyes for two 
years at which time he returned with a mild uveitis 
in the right eye. The usual local medications were of 
no value. He was admitted for investigation and treat- 
ment. Nothing contributory was found and he was 
placed on local cortisone, with no improvement. Corti- 
sone was then given by parenteral administration for 
one week and he was dismissed to use it again locally. 
The symptoms were relieved and active inflammation 
subsided. It has been noted that the corneal stroma 
became opaque. The intra-ocular pressure has been 
normal. 


Case 3——Chronic iridocyclitis. This patient was a 
45-year-old man who had suffered from nongranuloma- 
tous recurrent uveitis associated with severe rheumatoid 
arthritis since 1938. He was given ACTH for twenty-six 
days. A moderate amount of fluid retention occurred 
which disappeared on cessation of treatment. All evi- 
dence of active inflammation subsided and the dense 
vitreous opacities cleared, permitting the entire fundus 
to be examined. There were no choroidal lesions found. 
Vision improved from ability to perceive moving objects 
to 20/70 in both eyes. 


Case 4.—Chronic uveitis. This patient was a 36-year- 
old woman whose vision in the right eye had been poor 
light perception for three months at the time of her 
first visit. She had had a similar but less severe episode 
five years previously. A diagnosis of chronic granulo- 
matous uveitis was made although all results of tests 
for the suspected organisms were negative. She had 
received the recognized forms of treatment with very 
slight improvement. The use of parenteral ACTH or 
cortisone was not feasible but local cortisone therapy 


OCULAR INFLAMMATIONS 69 


was instituted. In six weeks the vision had improved 
to 2/400 and all evidence of active inflammation in the 
anterior segment of the eye had subsided. 


Case 5.—Acute iridocyclitis. This patient was a 29- 
year-old man who had been suffering for twenty-four 
hours from his fourth recurrence of nongranulomatous 
anterior uveitis. This attack was characterized by in- 
tense cellular and fibrinous exudate and hemorrhage on 
the iris. He was given 100 mg. of cortisone parenterally 
for three days, at which time the signs of active in- 
flammation had subsided. Treatment was discontinued 
because of mental depression. On the seventh day the 
patient’s mental state and his eye were normal. 


Case 6.—Chronic iridocyclitis. This patient was a 
54-year-old woman who had had repeated recurrences 
of acute nongranulomatous uveitis in both eyes. These 
had ultimately resulted in a chronic uveitis with much 
destruction of the intra-ocular tissue and secondary 
glaucoma. She had received the accepted forms of treat- 
ment. Cortisone was ordered locally. Active inflamma- 
tion subsided in three days including maintenance of 
normal intra-ocular pressure and freedom from pain. 
The atrophy and fibrous proliferation were unaffected. 


Case 7.—Chronic iridocyclitis, secondary glaucoma. 
This 58-year-old woman had experienced sudden com- 
plete blindness in the right eye in January, 1948. Nine 
months later she developed pain and redness. A massive 
retinal hemorrhage with iridocyclitis and hypotony were 
present. Enucleation was refused. The left eye was 
normal. One year later she returned with vision in the 
left eye blurred. Large translucent precipitates on the 
cornea were found. Sympathetic uveitis was suspected 
and enucleation of the blind eye was performed. The 
pathologic examination revealed a malignant melanoma 
and an endophthalmitis with eosinophilia. A chronic 
inflammatory cellular response was present but the 
microscopic evidence for a positive diagnosis of sympa- 
thetic uveitis was not felt to be sufficient. 

The inflammation in the remaining eye continued and 
secondary glaucoma developed. This required surgical 
intervention but the pressure again became elevated after 
one month in spite of medication. ACTH was suggested 
and in twenty-four hours the vision had improved from 
perception of moving objects to 20/50 and the tension 
from 60 to 19 mm. Schiotz. Signs of active inflamma- 
tion had subsided. No tumor was found. She received 
ACTH for fifteen days. One month after stopping 
treatment she returned with early evidence of recurrence 
of inflammation. Cortisone locally instilled controlled 
the inflammation in six hours. She has been maintained 
on this treatment for two and a half months. Her 
present vision is 20/30, J-2 and her tension 19 mm. 
Schiotz. 


Case 8.—Acute choroiditis. This patient was a 38- 
year-old man who complained of blurred vision in the 
left eye six weeks prior to admission. He had had poor 
vision in his right eye since the age of sixteen because 
of macular choroiditis.. An active choroiditis was found 
in the macular area of the left eye. This remained 
active in spite of the usual treatment. All etiologic tests 
were normal, except the tuberculin, which was positive. 
When ACTH became available eight months later, he 
was readmitted and this was administered for twenty- 
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six days. His vision improved from 3/400 to 20/80 
after eight days. One month after beginning treatment 
the diffuse reaction in the macula had disappeared 
leaving a demarcated atrophic area. 


Case 9.—Optic neuritis. This patient was a 41-year- 
old male who had noticed blurring of vision in the left 
eye for one week. Examination revealed an acute optic 
neuritis with edema and hemorrhage upon the disc. He 
was given 100 mg. cortisone for six days. In four days 
the edema was subsiding. By the sixteenth day the disc 
appeared normal and vision had returned to 20/15. The 
cause for the optic neuritis was not apparent. 

SUMMARY 


During the past year two new therapeutic 
agents, ACTH and cortisone have been intro- 
duced for the treatment of certain ocular inflam- 
mations. This preliminary report deals with their 
evaluation as determined by results in treatment 
of fourteen patients. The hormones were admin- 
istered under the supervision of certain members 
of the staff of the Department of Ophthalmology 
at Vanderbilt University Hospital. 

Systemic changes resulting from the use of 
ACTH and cortisone are reviewed. Methods of 
administration in the treatment of ocular inflam- 
mations are also considered. 


Of five patients with external ocular inflamma- 
tion who were treated, three received beneficial 
results, in spite of failure with other accepted 
forms of therapy. 


Nine patients were treated for intra-ocular in- 
flammatory disease. Results varied, depending 
upon the special characteristics of the patient’s 
illness, but all showed improvement. 


The apparent value of these new methods of 
treatment seems to lie in their ability to prevent 
the usual pathologic response to inflammatory 
stimuli. This is of unusual importance in the 
eye because of the peculiar necessity of the organ 
to avoid scar formation in order to preserve its 
normal function. A healed scar in the line of 
vision interferes with the optical properties of the 
eye. If these agents will shorten the course and 
confine the limits of inflammation, they may 
prove to be of exceptional value in the preserva- 
tion of vision. 
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DISCUSSION 


Dr. Albert E. Meisenbach, Dallas, Tex—Has Dr. 
Lawrence had experience in the use of this in dystrophy 
or in glaucoma from secondary uveitis? 


(Abstract) 


Dr. Lawrence (closing) —We have had no experience 
treating patients with ocular dystrophy with either 
ACTH or cortisone. Two of the cases reported in the 
group of intra-ocular inflammations, Cases 6 and 7, had 
glaucoma associated with uveitis. Both of these were 
extreme cases whose increased pressure did not respond 
to usual medical treatment. One patient had required 
repeated paracentesis and the other had had a trephining 
and iridectomy performed without permanent reduction 
in pressure. 

The local instillation of cortisone controlled the sec- 
ondary glaucoma in Case 6 and ACTH and Jater topical 
cortisone controlled it in Case 7. The response in both 
patients was rapid, lowering the pressure to normal in 
less than 24 hours. Both patients are using cortisone 
drops as maintenance therapy. 


Dr. Meisenbach—Have you used it at all in punctuate 
keratitis? 


Dr. Lawrence-—We have not at present treated any 
patients with this tvpe of inflammation. 





SOME ASPECTS OF NEGATIVISTIC 
PHENOMENA* 


By Hunter P. Harris, Jr., M.D. 
New Orleans, Louisiana 


The term negativism has long been used in 
psychiatry as a designation for variable un- 
cooperative, resistant, or defiant behavior. Per- 
haps the most familiar and correct usage of the 
term is to describe the behavior of some psy- 
chotics, particularly that of the catatonic schizo- 
phrenic who in a most determined fashion resists 
everything that one would do for him or have 
him do. More loosely, the use of the term is 
heard to describe various kinds of uncooperative- 
ness, such as the disobedience of children, temper 
tantrums, or even the failure of an obese adult 
patient to conform to a diet. There is a tendency 


*Read in Section on Neurology and Psychiatry, Southern Medica! 
Association, Forty-Fourth Annual Meeting, St. Louis, Missouri, 
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for the loose usage of the term to be an un- 
enlightened one. In this case there is the im- 
plication that the patient is consciously deliberate 
about his negativism and an attitude of dislike 
is taken by the physician toward him. Thus he 
may be considered bad, immoral, or just weak 
and lacking in will power. This was clearly 
exemplified during the last war when so many 
soldiers who went A.W.O.L., were defiant of 
authority, or violated Army regulations, were 
labelled psychopathic personalities with far too 
little attention being paid to the often devastating 
mental conflict and resultant anxiety which the 
soldier was attempting to handle in this way. 
‘Psychopathic personality” is widely associated 
with misbehavior, immorality or simply “in- 
herently bad stock.” Among psychiatrists the 
expression “negative transference” is often heard. 
This too often implies that the patient is not 
cooperating in his treatment or is expressing 
hostility. No doubt this is so, but negativism 
more appropriately should be spoken of as re- 
sistance in therapy. It can safely be assumed 
that when a patient consults a physician he has 
some problem which he needs help in solving. 
Therefore, it is not sufficient simply to say that 
the patient is resistant to therapy or negativistic 
toward the therapist. The resistances always rep- 
resent expressions of psychological defense mech- 
anisms characteristic of either the patient or the 
physician-patient relationship. Resistances can 
and must be recognized and utilized to further 
the therapy of the patient. 

It is the purpose here to apply psychological 
understandings and principles to explain some 
of the reasons why patients are resistant or fail 
in various ways to cooperate for treatment. 
There are examples of this too innumerable to 
mention, but for illustration think of the ortho- 
pedic patient who neglects to wear his brace or 
foregoes prescribed exercises, or the surgical 
patient who has a prolonged convalescence with- 
out apparent reason despite his doctor’s re- 
assurance, or the internist’s patient who assumes 
that if one tablet be the dose three must be the 
cure. That this is often the case depends not 
just on the fact that most patients present a 
varying combination of both emotional and 
physical troubles, but on the very nature of man’s 
psychology and its development. 

Physical and mental growth of the infant 
depends upon gratification of its instinctive needs. 
The energy within the infant which motivates 
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him to seek the satisfaction of his needs stems 
from instincts. The infant’s strivings for gratifi- 
cation are dominated by a pleasure-pain principle 
which means he must constantly seek whatever 
it takes to feel comfortable and happy, and try 
to avoid that which is uncomfortable or un- 
pleasant. In addition to the need for gratifying 
his purely physical well being, the infant must 
gratify his emotional needs through obtaining 
love and, through this, its self esteem. Associated 
with the latter process are erotic needs which are 
simply the earliest developmental phases of what 
later is to become the adult’s sexual life. Thus 
we speak of oral erotic, anal erotic and genital 
phases of development. In order to gain love 
of the mother the infant begins in accordance 
with pleasure-pain principle to give up a portion 
of its self-centeredness. This happens only in its 
reality world at first, and for a long time the 
infant retains fantasies of omnipotence, wishing 
he had the power to gratify at will and im- 
mediately all the various needs which his instincts 
determine. Since it is not possible for all the 
needs of the infant to be met, or if so, not im- 
mediately, the pain and discomfort encountered, 
with frustration, results in rage. Examples of 
frustration of instinctive striving are seen in 
weaning, toilet training, and prohibition of mas- 
turbation. Enraged feelings give rise to fear and 
anxiety due to the fact that early fantasies of 
hostility tend to be extremely sadistic in nature. 
The child fears the consequences of his sadistic 
and often associated sexual strivings. He fears 
punishment or loss of love. Therefore he re- 
presses his sadistic aims or sublimates them in 
ways which will make them acceptable to the 
grown-ups to whom he looks for gratification 
of love. In this process, certain concepts of what 
is acceptable or what is not, what is right and 
what is wrong, are incorporated into the per- 
sonality and this forms a part of the conscience 
or super ego. When these concepts have been 
strengthened with attendant frustration of the 
child, the super ego has necessarily to be equally 
strict, binding, punishing and inhibiting, or more 
so than the impulses within, in order to keep 
the antisocial impulses at bay. Whenever the 
struggle between the instinctive drives and the 
controlling forces becomes intensified, a variety 
of psychic mechanisms of defense is brought into 
play. 

Among these mechanisms for example are 
denial, reaction formation, projection and maso- 
chism. In masochism, for instance, we con- 
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sistently find, among other things, a defense in 
which the primitive instinctive impulses are 
denied to the point of actual reversal; that is, 
in this form of defense we prefer to accept 
punishment rather than to fear unknown con- 
sequences of primitive hostile impulses. 

Every human being has to go through a process 
on the road to maturity, characterized by the 
adoption of the reality principle. This means an 
ability to forego immediate gratification for future 
gain or for the interest of group security, or it 
means a tolerance for reasonable amounts of 
frustration, anxiety, or hostility from others. It 
should not be hard to see that few people, if any, 
get through this developmental process without 
some eccentricities, peculiarities, and distortions 
in their emotional relationship to others, or inter- 
ference with their effectiveness either through 
these mechanisms or through psychosomatic 
disease. 

Unconscious forces displayed in positive aiti- 
tudes toward our fellow beings, like sexual, social 
and friendly feelings and impulses, need not 
concern us except when they mask underlying 
hostility. Attitudes like aversion, fear, hate, dis- 
gust, flight, quarrelsomeness, are associated more 
with impaired effectiveness and negativistic phe- 
nomena in treatment situations. 

What are frequently thought of as “bad habits”’ 
in children, thumb-sucking, head-knocking, mas- 
turbation, nail biting, the ritualistic behavior in 
connection with getting to bed at night and many 
other such manifestations are more or less 
common at one or another time in the life of 
every child. These habits can be used nega- 
tivistically because they are objectionable to the 
adults in charge and are for a certain period 
persistent actions which do not yield readily to 
external pressures. It is too seldom appreciated 
that behind this behavior there is anxiety which 
the child attempts to master in one of these 
ways, so as to maintain or restore his psychic 
equilibrium and comfort. These so-called “bad 
habits” cannot constructively be influenced ex- 
cept through the recognition of the underlying 
anxieties and through attempting to relieve them. 
Meanwhile, tolerance for the behavior and avoid- 
ance of attempts to suppress it should rest on an 
understanding of its unconscious purposeful 
nature. When the so-called “bad habits” are 
carried into adulthood as such, or in the form 
of certain character traits or social attitudes, it is 
also important that their essentially defensive 
nature and the underlying anxiety be understood.” 
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The self-centered attitude, previously referred 
to as narcissistic, is many times retained in the 
character of the adult. Such people have main- 
tained this early defense against infantile anxiety 
and can utilize it also as a resistance against the 
anxiety’s being reactivated. These patients think 
of themselves as most unusual, rare patients, in 
whom the physician should be more interested 
than others. They are apt to demand and expect 
special attention and privilege. They tend to 
project this characteristic to the doctor and 
expect dramatic, miraculous performances from 
him. This is a perfect setting for feelings of dis- 
appointment in, and of rejection by the doctor, 
for turning to criticism, lack of confidence and 
failure to respond to the therapeutic efforts. The 
doctor sets for himself a task not likely to be 
accomplished if he attempts in these circum- 
stances to come up to the patient’s expectations. 
Worthy of note, is that illness always tends to 
bring out narcissistic tendencies in people; so 
this type of resistance is always to be kept in 
mind. 

Closely related to the above are the omnipotent 
feelings, which as has already been pointed out, 
are defensive in nature and stem from childhood. 
Use of this mechanism leads patients to try to 
act as though they were more powerful than the 
physician himself. They consult medical dic- 
tionaries or texts if available, and are up to the 
minute on the latest reports of medical progress 
in popular magazines. They attempt to direct 
the physician, not only as regards the diagnosis 
he should make, but what kind and how much 
treatment he should administer. The attempts 
to control and maneuver the physician are really 
projections of the patient’s own attempts at 
maintaining control over his inner strivings and 
impulses which he unconsciously feels are 
dangerous. 


Sado-masochistic struggles and conflicts are 
especially prominent and characteristic of some 
personalities, and are of course, built in, as it 
were, during an especially difficult childhood. 
The sadistic elements are expressed sometimes in 
open attitudes of bitterness, biting sarcasm, 
criticism or depreciation, and at other times in 
a more subtle way; by trying to undermine the 
doctor’s reputation, which often they feel may 
be accomplished if they should fail to get well. 
The masochistic elements are expressed through 
suffering or the seeking of it. Defiance may be 
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a bid for punishment and suffering, and too fre- 
quently the physician unwittingly falls into 
gratifying the patient. To quote Jones: 

“Every surgeon whether he recognizes them or not, 
must encounter many cases where the patient is secretly 
bent on having some operation or other under various 
more or less plausible pretexts and it may happen that 
the situation happily coincides with some repressed trend 
of sadism in his own nature.” 

Yet if the physician against his good medical 
judgment, concedes to the patient’s insistance 
upon unpleasant, often painful unnecessary lab- 
oratory: and diagnostic procedures or surgical 
approaches, he will find that the patient is 
not really benefited. It is our job as physicians 
to be aware of such possibilities and to guard 
against unnecessary indulgence of the patient’s 
neurotic needs. 


Certain resistances arise in connection with 
struggles between the opposing dependence and 
independence strivings within individuals. The 
former are related to pleasant memories of being 
taken care of as a child, while the latter are 
related to efforts to become adult. If the patient 
is resistant against his dependent strivings he 
is apt to be apologetic for taking up the busy 
doctor’s valuable time, or behave as if he did not 
really need medical care. He resists the doctor’s 
advice as to the need for hospitalization or for 
office visits or fails to fill his prescriptions. Ii 
the patient on the other hand resists independent 
strivings, he is apt to become a “clinging vine”’ 
type of patient, never wanting to concede that 
he is well, or that he no longer needs his medicine 
and wants always another appointment, even 
if it is only to make sure that he is all right. 

Of particular interest as regards resistance in 
treatment is the trait of obstinancy of the so- 
called anal character. It is often physiologically 
expressed in constipation. Some traces of this 
and other anal traits are a part of the daily 
behavior of most people in our culture whenever 
relatively early and strict toilet habits are insisted 
upon. This stubborness is a resistance against 
re-experiencing hostilities and anxieties which 
were associated with frustrations mainly in the 
course of toilet training. It accounts for many 
kinds of rigidity and uncooperativeness in a 
doctor-patient relationship, and is associated with 
attitudes of orderliness and parsimony. Of these 
last, orderliness calls upon the doctor for a high 
degree of promptness, consistency and _ perfec- 
tionism lest the patient set himself even more 
obstinately against the doctor’s efforts. Par- 
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simoniousness accounts for a reluctance to and 
sometimes even the impossibility to pay the 
doctor bill. 

The mechanism whereby reality is denied 
through the use of fantasy, seen so clearly in 
children’s games, in which they identify them- 
selves with Superman, cowboys or policemen to 
avoid anxieties about their smallness, dependence 
and helplessness, can also act as a resistance in 
treatment. A patient with angina, for example, 
fails to carry with him his nitroglycerin tablets 
or to take one at the first sign of cardiac pain 
as instructed, because as it turns out, he does 
not really accept that he has angina. The reality 
is too closely associated with his infantile fears 
of annihilation. 


There are many other manifestations of re- 
sistance, but one more only will be mentioned. 
A feeling of distrust which some people have 
toward others is really a distrust of themselves, 
a distrust of their own repressed infantile im- 
pulses. It, nevertheless, is one of the important 
factors to account for some patients “shopping 
around” from one physician to another. In this 
connection, however, it should be added that 
physicians themselves are responsible for much 
of this by their failure to recognize how often it 
happens that this very inner distrust is precisely 
the thing for which the patient needs help. 


In light of this consideration of resistances, 
their meaning and significance, it is well that a 
physician keep in mind how much he is held in 
a position of authority in the thoughts and feel- 
ings of the populace. It is traditional that by 
reason of his special medical knowledge and 
ability to nurture life and assist the natural heal- 
ing tendencies, he is automatically put in the role 
of a parental or authority figure. This facilitates 
the activation of what are called transference 
reactions, which are emotional reactions or be- 
havior patterns quite like those of earlier life, 
especially these toward the parents. This sets 
the stage for the resistances to appear in the 
patient-physician relationship. These resistances 
will invariably follow the patterns of earlier ones, 
at least in modified form; thus it is obvious that 
knowledge of earlier psychological responses of 
the patient can be of aid to the physician in 
predicting and identifying resistances which may 
occur in treatment. 


Since the physician also has unconscious de- 
fenses against anxieties, he is likely to become 
uncomfortable himself about these psychological 
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operations of the patient. Unless he has de- 
veloped some understanding of these processes 
and can remain objective, calm, and collected, 
he sets his own resistances in operation and as 
Jones says, “may fall back on moral disapproba- 
tion, and abusive words are spoken of the pa- 
tient’s laziness, obstinancv, and general moral 
turpitude.” 

There is much to be gained for the patient’s 
welfare and the doctor’s effectiveness if the latter 
will lend himself to an alert watchfulness for 
uncooperative resistance behavior. He may then 
calmly and with an understanding interested 
manner call this to the patient’s attention, then 
ask if the patient knows of any explanation for it. 
Besides being better able to cooperate with the 
doctor in treatment, the patient will probably 
then feel freer to share with his doctor more 
information about his thoughts and feelings and 
how they are related to his disability. The 
facilitation of expression by the patient of his 
worries, concerns, feelings about himself and his 
problems in life has therapeutic effect no matter 
what has brought the patient jor treatment. If 
this has been possible, it can be seen more 
readily, whether or not the patient is in need of 
the special help of psychiatry, and if he is he 
should already be in a frame of mind to accept 
such advice. 


SUMMARY 


(1) The unenlightened emotional connotations 
of the expression “negativism” are pointed out. 

(2) Psychiatric insights are drawn upon to 
explain uncooperative resistance behavior in the 
treatment of patients in general. 


(3) Suggestions are made in respect to how 
the physician may approach such problems to the 
mutual advantage of the patient and himself. 
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DISCUSSION (Abstract) 


Dr. Alden Raisbeck, Chicago, Ill1—Three concepts are 
conveyed in the body of Dr. Harris’ paper which I think 
are of fundamental importance in comprehension of the 
problem of negativistic behavior of the patient. The 
three are linked together rather intimately. 

The first concept is the fact that negativism takes 
many, many forms. That is evident from his material. 


January 1952 


Negativism is not just a thing or an object to look at. 
It comes out in all sorts of forms and needs to be 
recognized. A form, which is perhaps the most irri- 
tating one and one which we have all seen, is the 
patient who does not get better. He has not read the 
book and does not know he should be better. That 
may depend upon a number of mechanisms. It is one 
which we do not often consciously see in its position as 
a negativistic phenomenon. There may not be con- 
comitant phenomena, concomitant physiologic relation- 
ships involved, but there remains a small group we can 
always see in any practice in which there is no reason 
and in which sometimes we cannot even identify a 
psychological factor, although in most of them it is 
there if we study it long enough. That form of nega- 
tivism is no more important than some that Dr. Harris 
has mentioned, but is important in terms of the fact 
that we often miss it as the dynamic expression of what 
the patient feels. 

It sounds a little bit omnipotent and a little bit 
insulting even to say the patient does not get well simply 
because of something within himself, but there are some 
who do not. We must admit that occasionally the 
patient has something within him which is preventing 
his recovery. 

A second point is important: that negativistic phenom- 
ena have in their very existence implied psychological 
meanings. What we as physicians often experience is 
the feeling that negativistic behavior represents some- 
thing like an expression on the part of the patient, 
“I do not like you.” Occasionally, that is so. It has 
happened to me. But most often negativistic phenomena 
represent much more complex mechanisms which have 
gone on for a great length of time in the patient’s life. 
With a negativistic patient, we must be very careful 
not to take the obvious for the actual. I think now of 
problems, say with a peptic ulcer patient, driving, ag- 
gressive, under obvious tension, president of his firm. 
He develops ulcer; everybody says he is tense, and must 
go to the psychiatrist or to the internist who gives him 
a diet, and lets him get psychotherapy. 

Often he does not get well as fast as we think he 
should, and often we find that our original conception 
of this man who is tense, aggressive, and not getting 
well, is wrong. He may not be getting well because he 
is such an aggressive chap that he cannot stand having 
someone direct his routine. But, often, he is uncon- 
sciously a very dependent person, his aggressiveness 
being a mask against strong dependent trends and his 
remaining ill represents a way to satisfy the dependent 
need which has never been fully gratified. So what we 
see is not always what is the most important. 

The third point which is most important is that the 
physician himself becomes involved in the patient’s re- 
sponses. We cannot help being affected by treatment. 
We are happy when we have a successful outcome, per- 
sonally happy, not just professionally happy. It satis- 
fies a great deal within us to have something come out 
right, and we all are frustrated at times when we have 
bad outcomes. We go through much thinking and 
rationalization as to why this did not work out, or that 
procedure was unsuccessful. We use a fancy word for 
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it in psychiatry, counter transference, but actually there 
is nobody in the world who can get madder than a 
physician. Here we spend years working up to do 
something, we are doing it, we are often working night 
and day, we have gone through a vigorous internship, 
and all the rest of it, and we are serving society, we 
think and we hope. When a patient frustrates us with 
some manifestation of negativistic phenomena, we may 
become very angry. Most of us recognize this feeling. 
We may be a little slipshod the next time or be a little 
gruff or a little unpleasant with the patient, or we may 
make it hard for him to come to the office because of 
our appointment schedule. That kind of thing tends in 
time to affect the patient’s response. It is rather ineffi- 
cient in terms of human relationships. 


Dr. Harris (closing) —I was especially glad to hear 
Dr. Raisbeck stress two of the points, which I brought 
out, and, one is, the tremendous part played in medical 
results of the type of expression, the sort of negativistic 
phenomena of not getting well. Dr. Raisbeck also went 
into some further discussion of what we, in psychiatry, 
often call the counter transference; that is, the phy- 
sician’s emotional reaction to the patient. I want here 
to make a point that physicians have to be alert for 
their own emotional reactions to the patient, in order 
that they steer clear of emotional involvements with 
the patients which do not further therapy. 





PYLORIC STENOSIS IN MONOVULAR 
TWINS* 


REPORT OF A CASE 


By Guy C. CUNNINGHAM, M.D. 
and 
JAaMEs J. Ketty, M.D. 
Louisville, Kentucky 


In 1924 Moore! reported the first case of 
hypertrophic pyloric stenosis affecting each of 
monovular twins. Laubscher and Smith? in 1947 
reviewed the literature and added a case report. 
At that time there had been only eleven cases 
of hypertrophic pyloric stenosis affecting each 
of monovular twins, and only one case affecting 
each of binovular twins, to which they added the 
second case. To our knowledge there have been 
no cases of pyloric stenosis in twins reported in 
the literature since 1947. The occurrence of 
another case accordingly seems worth recording. 





*Received for publication January 17, 1951. 
*From the Children’s Hospital, Louisville, Kentucky, and the 
Department of Pediatrics, University of Louisville School of 
icine. 
*These patients were from the private service of Dr. John B. 
Larson, and we are indebted to his courtesy in allowing us to 
use them for publication. 
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CASE REPORT 


V. F. and S. F., male twins, were born on August 23, 
1950, two months prior to the estimated date of de- 
livery. The delivery was by cesarean section because of 
placenta previa. There was only one placenta and one 
layer of membranes, therefore, establishing the evidence 
of their being monovular twins. V. F. was delivered 
first and weighed 1,759 grams and S. F. weighed 1,844 
grams. Five weeks later V. F. weighed 2,298 grams 
and S. F. weighed 2,228 grams. 

They seemed to do well at home until the age of 8 
weeks, at which time S. F. began to vomit his feedings 
and two days later V. F. also began to vomit. The 
vomiting, which at first was sporadic, rapidly became 
persistent and projectile in character. Both infants began 
to lose weight, and after eight days were admitted to 
the Children’s Hospital for observation. 

On admission to the hospital V. F. weighed 2,440 
grams. There were easily visible gastric peristalic waves. 
There was a firm, oblong tumor mass, 1.5 centimeters 
in length, palpable by deep pressure in the right upper 
quadrant near the midline. This was thought to be the 
pylorus. Laboratory studies showed a red blood count 
of 2.7 million, hemoglobin of 8.5 grams, and a white 
count of 8,750. The differential revealed neutrophils 
28 per cent, lymphocytes 70 per cent and _ basophils 
2 per cent. The urinalysis was normal. The blood 
chlorides were 104.0 mEq/L., carbon dioxide content 
was 30.1 mEq/L., and the serum pH was 7.5. X-ray 
of the chest was normal. One ounce of barium was 
administered by bottle and x-rays were taken at the 
end of two, four, and twenty-four hours. At no time 
did any barium pass into the small bowel. 


On admission to the hospital S. F. weighed 2,057 
grams. He was severely dehydrated, with sunken fontanel 
and very poor skin turgor. The lungs were normal 
except for an occasional rhonchus. Examination of the 
heart showed a grade two blowing systolic murmur at 
the apex. There was no thrill and no apparent enlarge- 
ment. The infant was not cyanotic. Gastric peristalic 
waves were also easily visualized in this infant. On 
palpating the abdomen, there was a small, firm tumor 
mass deep in the right upper quadrant. This mass was 
also thought to be the pylorus. Laboratory studies 
showed a red count of 3.4 million, hemoglobin of 11 
grams and white count 12,500. The differential revealed 
neutrophils 25 per cent, lymphocytes 73 per cent and 
basophils 2 per cent. The urinalysis was normal. The 
blood chlorides were 96.8 mEq/L., carbon dioxide con- 
tent was 29.3 mEq/L., and the serum pH was 7.52. 
One ounce of barium was administered by bottle and 
x-rays were taken at the end of two, four and twenty- 
four hours. The stomach was dilated, and the four- 
hour film showed approximately 85 per cent retention. 
The twenty-four hour film showed only a small amount 
of barium had passed into the small bowel, and also 
the presence of a suggestive “string sign.” 


Adequate doses of atropine sulfate were administered 
during a four-day period while hydrating the patients 
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and balancing their electrolytes. The vomiting persisted 
and became coffee-ground in appearance. At operation, 
olive sized tumor masses were found at the pylorus in 
each twin, and these were incised in accordance with 
the Fredet-Ramstedt technic. The postoperative course 
was stormy with vomiting, and abdominal distention 
prominent findings in S. F., and some vomiting by V. F. 
On the third postoperative day 35. F. suddenly expired. 
At postmortem nothing could be found to account for 
the infant’s death. There was no evidence of aspiration 
phenomena. 

V. F. recovered and was discharged on the nineteenth 
hospital day. 


SUMMARY 


A case of hypertrophic pyloric stenosis in each 
of monovular twins has been reported bringing 
the total reported cases to twelve. There have 
been only two cases of hypertrophic pyloric 
stenosis reported in monovular twins with only 
one twin affected. The rule rather than the 
exception of its occurrence in both of monovular 
twins is strong evidence in favor of a genetic 
factor in the etiology. 
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SIMULTANEOUS HERPES ZOSTER 
AND CHICKENPOX* 


REPORT OF TWO CASES 


By S. D. Austin, M.D. 
WILi1AM H. Brannon, M.D. 


and 
RoBert R. McGee, M.D. 
Clarksdale, Mississippi 


A relationship has long been known to exist 
between herpes zoster and chickenpox. Chicken- 
pox has frequently been noted to follow exposure 
to herpes. It has been postulated that the two 
eruptions represent different phases of the same 
disease. Another theory suggests that chicken- 
pox in childhood makes the individual immune 
to herpes zoster in later life and that herpes 
represents a partial immunity to chickenpox in 
a person who has never been completely im- 
munized by having the disease. The two diseases 
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rarely occur simultaneously. Such a case was 
recently reported by Fetter and Schnabel.! The 
following are reports on two cases of concurrent 
herpes zoster and chickenpox which were re- 
cently seen by us, at a time when chickenpox 
was epidemic in this community and when 
sporadic cases of herpes zoster were being seen. 


CASE REPORTS 


Case 1—A man, age 65, noted on April 4, 1951, a 
small painful red spot in the left frontal area above the 
eyebrow. Small vesicles appeared and coalesced, the 
lesion enlarged, and new patches developed over the 
left scalp. He consulted us on April 10, 1951, at which 
time there were typical herpes zoster patches in the 
distribution of the left ophthalmic division of the 
trigeminal nerve, the left frontal branch of that nerve 
supplying the forehead and anterior scalp, and the 
occipital nerve supplying the posterior scalp. Two days 
later the patches had become larger and there had 
developed scattered discrete vesicles over the trunk. 
These were typical of the eruption of chickenpox. The 
left eye was swollen and there were two vesicles on the 
left bulbar conjunctiva. The rest of the examination was 
negative except for left anterior and posterior cervical 
adenopathy. The patient had had no known recent 
exposure to either chickenpox or herpes zoster, and said 
that he had had chickenpox as a child. He was hos- 
pitalized and treated with protamide injections daily, 
chloramphenicol by mouth, and analgesics. The gen- 
eralized varicella rash disappeared entirely in one week. 
The herpetic eruption on the head improved fairly 
rapidly after treatment was started and by April 18, 
1951, all of the lesions were involutional and pain and 
soreness had almost subsided. 


Case 2—A man, age 35, on March 19, 1951, developed 
generalized discrete papular eruption over the trunk and 
extremities. At the same time he noted several large 
patches of erythema over the left lower ribs. He was 
first seen by us on March 23, 1951. At that time there 
was a typical varicella eruption over the trunk and 
extremities, some of the lesions were papular, others were 
small clear vesicles. In the anterior distribution of the 
tenth and eleventh left intercostal nerves there were 
four typical patches of herpes zoster. About March 27, 
1951, both the chickenpox and the herpes began to 
subside and after ten days both eruptions had dis- 
appeared entirely. On March 26 and 27, there was mild 
pain in the region of the herpetic lesion. No treatment 
except calamine lotion locally was prescribed. This 
patient had never had chickenpox before, and there was 
a history of definite exposure to chickenpox sixteen days 
before the onset of symptoms. 


SUMMARY 


Two cases of concurrent herpes zoster and 
chickenpox are presented. 
BIBLIOGRAPHY 
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THE FUTURE IN GYNECOLOGY* 


By J. RANDOLPH PeErbuE, M.D. 
Miami, Florida 


Modern gynecology may be said to belong to 
the past century, although, much of our useful 
knowledge has come down from the ancients. 
We have therefore had an extremely rapid growth 
as a specialty. Unfortunately, in the light of our 
increasing knowledge, greatest emphasis has been 
placed on removal of diseased tissues, rather than 
the attempt to restore function. It is therefore 
timely to turn our thoughts briefly on our past, 
and then to recent developments that we may 
more clearly have a glimpse into the future. 


It is a source of pride to me, as I am sure it 
is to you, that Southerners head the list of those 
who have added so much to our knowledge of 
diseases peculiar to women: McDowell, Sims, 
Kelly, Miller and many others. 


The year 1851, 100 years ago, brought forth 
a review of the literature on the simplest ab- 
dominal gynecological operation, ovariotomy. Of 
222 attempted ovariotomies, 57 were never com- 
pleted, the patients dying on the table; 76 died 
later and 89 survived, a mortality of 60 per cent. 
The first patient to survive was Jane Todd Craw- 
ford, operated upon by Ephraim McDowell in his 
home at Danville, Kentucky, in the year 1809. 
This ushered in modern abdominal surgical 
gynecology. 


I think it is fitting that we honor this great 
pioneer gynecologist whose practice and inter- 
national reputation enabled him to remove 13 
ovaries in his lifetime. However, we should also 
note the final words of his second paper, in which 
his technic was described in minute detail. They 
were as follows: ‘It is my ardent wish that this 
operation may remain to the mechanical surgeon 
forever incomprehensible.” 

Rapidly, other phases of pelvic surgery de- 
veloped and by the end of the nineteenth century 
the armameniarium of the pelvic surgeon in- 
cluded a wide variety of operative procedures. 
Plastic restorations were highlighted by Marion 
Sims’ spectacular conquest of the vesico-vaginal 





*Chairman’s Address, Section on Gynecology, Southern Medical 
Aenciation, Forty-Fifth Annual Meeting, Dallas, Texas, November 
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fistula. The development of asepsis, et cetera, 
greatly decreased the risk, and as the twentieth 
century developed a larger and larger proportion 
of surgical procedures were carried out on the 
female generative organs. Inevitably, many of 
these procedures, viewed in the light of the 
present, became frankly meddlesome and showed 
an increasing disregard for the preservation of 
function. A classic example of this is provided 
by Dr. Jesse Bennett in performing the first 
American cesarean section. After completion of 
the operation he says, “I then removed both 
ovaries.” I wonder how many bilateral oophorec- 
tomies were performed for migraine headaches, 
for emotional instability or for sterilization. 


An operation was devised to attempt to meet 
every female complaint. In the wild desire to 
operate, all thoughtful analysis of end results or 
preservation of function was cast aside. This is 
tragically true of many great contributions to 
medicine. We can understand, if not forgive the 
physician, the untold lives lost by blood letting 
when we have seen the dramatic return from 
near death to life by such a procedure in acute 
heart failure. Those who have never seen one 
dramatic recovery following trephine of the skull 
for traumatic cerebral hemorrhage cannot under- 
stand why some ancient civilizations tried it on 
every seriously ill individual. My own greatest 
contribution to society came, I think, during the 
years 1936 and 1937 when I believe I saved eight 
lives by advising the discontinuance of the great 
new remedy of that day, sulfanilamide. Each 
physician’s response was essentially the same: 
“But, doctor, her temperature is 106°, even with 
sulfanilamide.” 

In the past twenty-five years many elabcrate 
surgical procedures have been de-emphasized, 
some have come into frank disrepute, while at 
the same time, many extremely valuable ones 
have been devised or re-popularized, for example: 
vaginal hysterectomy and the radical surgery for 
malignancy. The faulty conclusions of deductive 
reasoning have plagued us through the centuries, 
and we are still too prone to remember one or 
two cases. Textbooks which listed a choice of 
twenty or more names and profusely illustrated 
technics for suspending the uterus have dropped 
most of them. Increased knowledge at the general 
level has gone far to eliminate the ovarian cyst 
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dissections, which cysts were in reality perfectly 
normal corpora lutea. Most, even in this room, 
were taught that surgical extirpation or x-ray 
destruction of both ovaries was the treatment of 
choice in endometriosis. Meigs, perhaps our best 
known authority, at present speaks strenuously 
in favor of the simplest surgery or none at all 
in this condition. 

What has brought about these changes? About 
twenty-five years ago there had begun to be 
heard an occasional voice raised in favor of ex- 
ploring approaches other than surgical to solve 
these problems. The young science of female 
endocrinology was suffering its birth pangs. 
Among distinguished leaders are Southern Medi- 
cal Association members, Burch, Greenblatt, 
Hamblen, Karnaky, and others (the order, gentle- 
men, is alphabetical). Problems of menorrhagia, 
metrorrhagia, dysmenorrhea and _ssterility es- 
pecially are being attacked in this manner. 
ACTH and cortisone remain to be investigated 
in relationship to gynecologic conditions. 

Progress in obstetrical care has eliminated 
much of the need for restorative surgery. With 
the advent of the sulfonamides, penicillin, strep- 
tomycin, chloramphenicol, aureomycin, terra- 
mycin and the many other mycins, many condi- 
tions which resulted from infection and required 
radical surgical treatment have been prevented. 

The proper handling of the psychosomatic 
patient with the application of the tools of psy- 
chology and psychiatry has given extremely 
promising results. In this instance, we must not 
overlook the patient as a whole, and the relation- 
ship between the physician and the patient. 
Often a little extra time and understanding given 
to a patient has resulted in clearing of symptoms 
which previously would have been handled sur- 
gically. For instance: 

A 33-year-old para 2-0-0 consulted me complaining 
of pains in the right lower quadrant, gradually becoming 
more severe for the past 18 months. She had been 
unable to perform simple household duties. Dyspareunia 
was severe. She reported two stillborn children in the 
previous 5 years. One was a separated placenta at 8 
months requiring 3 blood transfusions and the other a 
cord strangulation two or three days before the onset 
of labor. Menses were regular but fairly profuse, the 
last menstrual period three weeks previous. On examina- 
tion, the abdomen was not remarkable, except for gen- 
eralized tenderness, most marked in right lower quadrant. 
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Pelvic examination showed the right ovary nearly twice 
normal size and quite tender, uterus in III° retroversion 
and soft about one and one-half times normal size. 

How many thousands of women with such findings 
have had an appendectomy, partial right oophorectomy 
(corpus luteum) and suspension of the uterus? 

But I knew this lady. She declined mild sedation 
saying vitreolically, “I still have the last one you pre- 
scribed!” Back in my consultation room, I casually 
mentioned I was sorry this had developed, because I 
had a baby for adoption soon and had hopes that she 
could be the foster mother. She left. Two weeks later, 
I called her to report that the mother had decided to 
keep her baby. “How are you,” I asked. “Oh, I’ve been 
so busy and happy. I have a bassinet, 3 dozen diapers, 
etc.,” she replied. “But your pain,” I asked. “Oh, I'd 
forgotten that,” she said, “when do I get my baby?” 
You know the answer and there is more. But two 
months later, she visited my office, did you guess it? 

. . Pregnant and preening like a peacock! My un- 
meaning, but vicious cruelty had given her the extra 
courage to get pregnant again. 

These are the patients we all treat each day. 
And I believe the true family doctor has cured 
a great many more of them than the quick-to- 
operate-uterus-suspending town surgeon! His 
“common sense,” as he modestly calls it, is 
really extra ordinary sense. I prefer to call it 
instinct, the composite survival experience of the 
race, and I hesitate long before I challenge any 
tenet unless the rules of “common sense” apply 
as well or better to my answer. Many careful 
and precise studies have been made to show that 
approximately 20 per cent of pelvic operations 
serve no useful purpose. Our own Frank Lock 
has written one of the classic papers on this 
subject. 

Education, both of the physician and the 
patient, is destined to weigh heaviest, I believe, 
in the balance which points to the future in our 
specialty. It is contingent upon the highly trained 
men of this and other similar groups to train our 
physicians of the future. They must be taught to 
perform necessary gynecological surgery with 
skill and without delay. Likewise they must be 
taught to protect their patients from the “me- 
chanical surgeon.” 


The American Board of Obstetrics and Gyne- 
cology has done a magnificent job of screening 
the reasonably well qualified from the probably 
incompetent among those who submit themselves 
for examination. They have encouraged study. 
But most of all, the American Board has in- 
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sisted that training in gynecology and obstetrics 
be concomitant. I believe the future will see 
continuation of an additional confirmation of the 
soundness of this policy. 

In this connection, I should like to state, I am 
opposed to the formation of an American Board 
of Pelvic Surgery or a similar organization. The 
purpose of those behind such a plan is surely 
good because these men are nearly all splendid 
obstetricians and gynecologists. But I feel this 
will lead to further breaking the faith with 
Ephraim McDowell. 


Education of the patients would bring them 
to a well trained physician for periodic examina- 
tion. The early detection and proper handling 
of lesions could prevent many serious conditions 
requiring drastic surgery. 

In conclusion, may I offer these glimpses of 
the future in gynecology, or at least our hopes 
for the future. 


(1) I predict that the surgical phase of the 
development of the art and science of gynecology 
is on the decline, and that the pattern of these 
surgical procedures will change with increasing 
knowledge. 


(2) I predict the virtual disappearance of the 
supravaginal hysterectomy and its probable for- 
biddance in hospital operating rooms. The soli- 
tary cervix has no function. 
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(3) I predict a closer professional scrutiny of 
proposed pelvic surgery in all licensed and ap- 
proved hospitals to the end that our women may 
be protected from meddlesome and multilating 
surgery. 

(4) I predict that through cytology and its 
related and concomitant fields of development. 
carcinoma of the uterus will rapidly fall below 
its present 25 per cent plus, of the mortality from 
cancer in women. 

(5) I believe endocrinology will continue to 
solve problems now considered surgical, for ex- 
ample: the fibroid which now decreases in size 
only after artificial or natural menopause and 
satisfactory lactation. 

(6) Advances in the field of antibiotics will 
continue to the ultra viruses and beyond. 

(7) I predict more precise methods of diag- 
nosis of the solid or semi-solid ovarian tumor, 
which now must be treated fairly radically. 

(8) I predict a continued expansion of public 
knowledge of gynecology and a continued in- 
crease in the number of qualified gynecologists. 

(9) With this accomplished, I predict, finally. 
a 40 per cent reduction in the number of neces- 
sary pelvic operations on women, and much 
more than 40 per cent increase in “health and 
happiness” salvage from our labors. 
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WALTER COLQUITT JONES 
PRESIDENT-ELEC1 


The new President-Elect is well known to 
members of the Association because of his 
friendliness and his winning and dynamic per- 
sonality. He has a large circle of admirers and 
devoted friends. He has behind him years of 
popularity in and loyalty to the Southern Medical 
Association, which he joined in 1924. He was 
Chairman of the Section on Surgery in 1946, 
and a member of the Council representing Florida 
from 1941 to 1945, and Chairman in 1945. He 
has published several papers in the JouRNAL* 
which show the fine caliber of his scientific 
achievements. 

As Chairman of the Entertainment Committee 
at the 1929 meeting of the Association in Miami, 
he arranged a beach party with turtle steaks 
which is unforgettable. He holds membership 
in a number of medical and surgical societies. 


*Jones, Walter C.: Prophylaxis of Shock. Sou. Med. J., 28: 
166-168 (Feb.) 1935. J*Jones, Walter C.: Management of Breast 
Tumors. Sou. Med. J., 40:36-43 (Jan.) 1947. J*Jones, Walter 
C.; Wright, Jack L.: and Belle, Martin S.: Pheochromocytoma 
Simulating Essential Hypertension: Report of a Case with Suc- 
cessful Surgical Treatment. Sou. Med. J., 44:14-19 (Jan.) 1951. 
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One-third of the sons of clergymen are said 
to rule the universe, and the new President-Elect 
comes under this classification. The son of 
Walter Colquitt Jones, a Methodist minister, and 
Martha Powell Jones, he was born in Waverly 
Hall, Georgia, November 27, 1896, and was 
educated in Georgia’s schools. He received his 
A.B. degree at Meridian College in 1917 and his 
M.D. from Emory University School of Medicine 
in 1921. 

He and Miss Dorothy Jennings of Union, 
South Carolina, were married in Miami in 1924. 
They have two sons, Walter, who has recently 
received his college degree and expects to follow 
in the footsteps of his father in the medical pro- 
fession, and Clarke, who is now on active duty 
with the Armed Forces. Dr. Jones has lived in 
Miami since he began the practice of medicine, 
and he has taken an active part in medical and 
civic affairs in his adopted city. 

He was President of the Dade County 
(Miami) Medical Association in 1928, when only 
thirty-two years of age, and was President of 
the Florida State Medical Association in 1941. 
He is a member of the surgical staff of Victoria 
Hospital in Miami, has been a Chief of the 
Surgical Staff of Jackson Memorial Hospital 
since 1926, and was President of the Staff in 
1930. 

He is an able golfer, fisherman and a hunter, 
but his main hobby is the growing of orchids. 
His marvelous exhibit of orchids at the Southern 
Medical Association meeting in Miami in 1946 
will be recalled. He is recognized from afar at 
all meetings by the beautiful orchids which he 
wears every day and which he gives to his friends. 
His interest began some fifteen years ago when 
he collected native orchids as a hobby from their 
natural habitat in the everglades and swamps. 
He has turned the hobby into a profitable enter- 
prise, and become president of one of the finer 
commercial orchid nurseries in the country, 
whose exhibits are now sought after and are 
blue ribbon winners in many flower shows. 

He is a member of the Methodist Church, the 
Miami Country Club, the Riviera Country Club, 
the Century Club, the Jesters, and the Mahi 
Shrine Temple. 

All may rest assured that he will give the 
same wise leadership to the Southern Medical 
Association in 1953 which he has exhibited in 
his past very productive activities. 
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HORMONES IN TOXEMIA 
OF PREGNANCY 

The use of cortisone has been suggested as 
beneficial in treating the toxemias of pregnancy. 
As supporting evidence for the value of the 
therapy, Buchan! in the British Medical Journal 
has compared the regional distribution of death 
rates of a number of diseases which he considers 
allied to each other and to adrenal cortical de- 
ficiency. Rheumatic fever and acute nephritis, 
he says, by current theory represent an allergic 
response to a hemolytic streptococcal infection. 
Heart disease in the group of children aged 5-14 
is considered 90 per cent rheumatic in origin. 
Rheumatic fever, acute nephritis, scarlet fever, 
and heart disease in young persons, puerperal 
sepsis, stillbirths, and eclampsia, he compares in 
geographical incidence in England and Wales, 
considering all of them as related to infection 
with a hemolytic streptococcus, and a subsequent 
adrenal cortical deficiency. 


Their regional incidence he finds directly 
similar, supporting a similar etiology. The in- 
cidence of rheumatic fever and acute nephritis 
he correlates directly with the scarlet fever death 
rate at 0-4 years of age, and with the regional 
variations of mortality of eclampsia, nephritis, 
and puerperal sepsis, “a circumstance which 
along with the other relationships indicated 
would seem to support the use of cortisone in 
toxemia of pregnancy, as well as in other diseases 
suspected of being streptococcal in origin.” 

There is of course no typical adrenal pathology 
of conditions known clinically to be benefited 
by cortisone.? Neither has a typical pancreatic 
pathology been demonstrated for diabetes; so 
one cannot take this failure as evidence that 
cortisone should not be administered, any more 
than one can stop using insulin in diabetes. The 
pathology of diseases benefited by cortisone for 
the present must be sought outside the adrenals, 
as the pathology of diabetes seems to lie outside 
the pancreas. 


Cortisone and ACTH are among the most 
promptly potent of the hormones. Their effects 
upon, for example, potassium metabolism, may 
be profound, and alterations of potassium dis- 


1. Buchan, T. W Toxaemia of Pregnancy. Brit. Med. J., 
no. 4738, p. 1011, Oct. 27, 1951. 


2. Sokoloff, Leon; Sharp, John T.; and Kaufman, Edwin H.: 


The Adrenal Cortex in Rheumatic Disease. Arch. Intern. Med., 
8$8:627 (Nov.) 1951. 


EDITORIALS 81 


tribution have shown increasing clinical im- 
portance in recent years. Normal heart action 
is impossible without a normally functioning 
supply of potassium. Syndromes of muscle spasm 
suggestive of convulsions, and profound muscle 
weakness occur in potassium disturbances and 
may be abruptly produced or terminated by 
specific therapy.° 

The Smiths,* of Brookline, Massachusetts, have 
long advocated administration of estrogens in a 
number of different types of abnormal pregnancy, 
or in normal pregnancies as a preventive of 
complications. In their work, considerable effort 
has been expended in study of estrogen excretion 
and the estrogen levels of the serum, which has 
not been done for cortisone. Estrogen therapy 
will not have promptly notable effects upon 
serum potassium. Adequate thyroid function is 
also known to be necessary to normal gestation. 
Further studies of potassium changes and potas- 
sium control will throw more light upon the 
subject of cortisone therapy in eclampsia, and 
one would say that at present there is less 
definite evidence for value of cortisone in toxemia 
of pregnancy than for administration of several 
other endocrine products. 


The new potent therapeutic agents have oc- 
casional side effects which make their adminis- 
tration without specific indications very un- 
desirable,> ° and make advisable special instruc- 
tion in medical schools upon the syndromes which 
may be brought on by modern popular thera- 
peutic agents themselves. 


CONVERSIONS 


‘Religion, politics, and psychiatry often face 
a common problem: that of seeking the most 
effective means of bringing about rapid changes 
in an individual’s beliefs and actions and after- 
wards trying to stabilize them,” says Sargant,’ 


3. Strong, J. A.: Serum Potassium Deficiency During Treat- 
ment with Sodium P.A.S. and Liquorice Extract. Brit. Med. J., 
no. 4738, p. 998, Oct. 27, 1951. 

4. Smith, O. W.; Smith, G. V.; and Hurwitz, D.: Increased 
Excretion of Pregnanediol in Pregnancy from Diethylstilbestrol 
with Special Reference to Prevention of Late Pregnancy Accidents. 
Amer. J. Obst. and Gyn., 51:411, 1946. 

5. Holley, H. L.; and McLester, J. S.: Manifestations of 
Ascorbic Acid Deficiency after Prolonged Corticotropin Adminis- 
tration. Arch. Intern. Med., 88:760 (Dec.) 1951. 

6. Pappenfort, R. B., Jr.; Schnall, E. S.: Moniliasis in 
Patients Treated with Aureomycin. Arch. Intern. Med., 88:729 
(Dec.) 1951. 

7. Sargant, William: The Mechanism of “Conversion,’”’ British 
Med. J., no. 4727, p. 311, Aug. 11, 1951. 
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of St. Thomas Hospital in London. Ministers, 
statesmen, and physicians have this common aim: 
to influence individuals to a voluntary course 
of action different from the one which they have 
followed. 


The conditioned reflexes are the best under- 
stood physiological mechanism of behavior. Sar- 
gant reviews the extensive and many times con- 
firmed studies of the great physiologist Pavlov 
upon the conditioned reflex, and correlates them 
with study of the abnormal mental patterns of the 
war neuroses, and the various shock, abreactive, 
drug, and religious technics of treating abnormal 
mental states and tendencies, or changing mental 
habits. Understanding of methods of altering 
the conditioned reflexes should be useful in chang- 
ing human beliefs and actions and in political 
propaganda. Of course, a conditioned reflex is by 
definition an action which promptly follows a 
certain stimulus without going through the 
higher centers, an automatic and seldom failing 
response. Yet the individual is constantly de- 
veloping new conditioned reflexes and discarding 
old ones. Observations of Pavlov upon circum- 
stances under which the reflexes were learned 
or unlearned are profoundly significant. 


A group of Pavlov’s dogs, Sargant recalls, were 
accidentally trapped in their cages during the 
Leningrade flood of 1924, and were rescued 
while swimming about with their heads just 
above the still rising water. After their rescue, 
some of them passed into a stupor, a temporary 
complete “protective” cortical inhibition from 
fright. Others remained 
excitement. 


in a state of intense 
In those which went into a stupor, the re- 
cently implanted conditioned reflexes were 
dramatically abolished. In those which re- 
sponded with excitement, the reflexes were much 
less affected. Pavlov followed this as a lead to 
a method of speedy breaking up of implanted 
behavior patterns. In some of the dogs a com- 
pletely new set of conditioned reflexes could be 
substituted with the abolition of the old. The 
weakest of the animals became permanently 
unstable and could never be reconditioned. 


Some animals proved remarkably stable under 
all sorts of stress. These, once changed by ex- 
treme measures, developed new reflexes of extra- 
ordinary persistency. Debilitating diseases and 
procedures could make the more stable in- 





January 1952 


dividuals more subject to change of behavior 
patterns and to abolition of the learned reflexes. 


Sargant speaks of violent religious conversions 
which he studied in the United States in 1948, 
of a type which he says were common in Eng- 
land among the Methodists two hundred years 
ago, and were “able to change the face of 
England during the Methodist revival of the 
eighteenth century.” He attended meetings of 
evangelists, handlers of poisonous snakes, re- 
ligious rites in which Negroes did violent jitter- 
bug dancing to the point of exhaustion. They 
were worked up to a state of tremendous 
excitement, and to a critical point of religious 
conversion. Committees worked with them later 
to stabilize the sudden conversions thus made. 
Argument, concludes Sargant, cannot change 
fixed ideas. Emotion must be the disruptive in- 
fluence. Hence excitement is a tool for conversion 
among these groups. 


One sees in this alteration of conditioned re- 
flexes after violent or debilitating experiences, a 
possible explanation of the benefits of shock 
therapy as used with the insane. Hypoglycemia, 
metrazol, electric shock therapy, are insults to 
the nervous system which may have the same 
effects as terror, in abrogating the reflexes which 
were driving the individual; and thus may result 
in greater amenabjlity or a personality change. 
These physiological facts are important to the 
individual and to society. 


TWENTY-FIVE YEARS AGO 
From JOURNALS OF 1927 

Southern Medical Association Officers for 19271— 
President, Dr. J. Shelton Horsley, Richmond, Virginia; 
First Vice-President, Dr. Frank K. Boland, Atlanta, 
Georgia; Second Vice-President, Dr. Alfred A. Walker, 
Birmingham, Alabama. . . . Monday, November 15... 
the Association met in the main Auditorium, Atlanta, 
Georgia, and was called to order by Dr. Frank K. Boland, 
General Chairman of the Committee on Arrangements. 


Delinquency.2—Under the auspices of the National In- 
stitute of Industrial Psychology, which exists for the 
application of psychology and physiology in industry and 
commerce, Professor Cyril Burt, psychologist to the 
London County Council, delivered an important address 
on “The Vocational Advisers and the Young Delinquent.” 
. . . He said that most hardened criminals begin their 


1. Minutes: Southern Medical Association. 
61, 1927. 


2. Foreign Letter, London. J.A.M.A., 88:41, 1927. 
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career during childhood. Many inquiries into the causes 
of delinquency have now been carried out. They show 
that we can no longer assume with Lombroso that the 
habitual criminal is a born offender, inheriting a pro- 
pensity to crime which can never be rooted out... . 
When young criminals are brought to the psychologist 
for examination, it is found that a large percentage. . . 
are in employments that are not suited to their capacities 
and interests. . . . Statistics reveal a great increase of 
crime about the age of adolescence. 


Are We Degenerating?!\—The Royal College of Phy- 
sicians adopted the unusual course of appointing a 
clergyman to deliver the Lloyd Roberts lecture. The 
lecturer was Dean Inge of St. Paul’s Cathedral. The 


dean . . . has completely mastered the latest biologic 
teaching, which he applies with relentless logic to social 
problems. . . . His subject was racial degeneration. . . . 


There has been a gradual lowering of the perfection of 
our sense organs. Our teeth have decreased in size and 
strength. Our jaws are becoming too small for our teeth, 
our eyesight has deteriorated. . . . Having clothing and 
weapons, we do not need fur or claw. The day may 
come when we shall not be able to walk or write. We 
shall use the motor car for the first and the typewriter 
for the second. . Former civilizations disappeared 
because the barbarians broke through the fence. . . . The 
Russian nation has been almost completely decapitated. 
... The really pressing problems are very different from 
those in which our politicians interest themselves. 





1. Foreign Letter, London. J.A.M.A., 88:43, 1927. 





Medical Education 





A meeting of the Committee on Medical Education of 
the Southern Medical Association was held during the 
annual meeting of the Association, Dallas, Texas, 
November 5-8, 1951. Members present: Dr. Milford O. 
Rouse, Dallas, Texas; Dr. R. L. Sanders, Memphis, 
Tennessee; Dr. W. Kendrick Purks, Vicksburg, Mis- 
sissippi; and Dr. Waverly R. Payne, Newport News, 
Virginia. The Chairman of the Committee, Dr. R. Hugh 
Wood, Dean of Emory University School of Medicine, 
Atlanta, Georgia, was unable to attend the Dallas meeting 
and requested Dr. Milford O. Rouse to act as Chairman. 
Dr. Walter E. Vest, another member of the Committee, 
was not able to attend the Dallas meeting. 


REPORT OF COMMITTEE ON MEDICAL 
EDUCATION 


The present Committee on Medical Education feels 
that there is a definite place for some real constructive 
work by a group charged with reviewing the problems 
of medical education as it particularly affects Southern 
states, and would therefore recommend that the Com- 
mittee be put on a permanent basis with change in the 
By-Laws as needed. The Committee would also suggest 
that the Council consider enlarging the scope of the 
Committee’s work to include problems of hospitals 
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which are so closely related, the Committee in the future 
to be known as the Committee on Medical Education 
and Hospitals. This would be in conformity with the 
plan of the American Medical Association and of many 
state associations that have committees or councils on 
medical education and hospitals. 


We suggest an active friendly liaison with the American 
Medical Association’s Council on Medical Education 
and Hospitals and with the various state committees on 
medical education and hospitals. A practical plan will 
be to urge our Chairman and other members to attend 
the annual meeting on medical education, including 
postgraduate medical education, held in Chicago each 
February. We also suggest that some constructive work 
could be done by our Committee’s meeting during the 
1952 American Medical Association session with repre- 
sentatives of state committees on medical education and 
hospitals from the territory of the Southern Medical 
Association. 

We invite the medical associations of all Southern 
states to appoint committees or councils on medical 
education and hospitals if such are not now in opera- 
tion, for a cooperative study of the following problems: 

(1) Plans to interest more young physicians in locating 
in rural areas and smaller towns. 

(2) Problems of Negro medical education. 

(3) Problems of better hospital and intern and resident 
training facilities for Negro physicians and nurses. 

(4) Postgraduate medical education for practicing 
physicians. Attention is directed to the highly successful 
telephone postgraduate broadcasts used in Indiana last 
year and by dentists on a national scale for three years. 
We suggest that the American Medical Association 
Council on Medical Education and Hospitals study the 
possibility of telephone postgraduate broadcasts on a 
national hook-up from American Medical Association 
headquarters. 

We commend the excellent work being done by the 
Board of Control of Southern Regional Education. 

Your Committee feels that it is most imperative that 
all physicians respond at once to the invitation to provide 
additional funds for medical education and thereby further 
check the trend toward federal control of medicine. We 
therefore recommend that the Southern Medical Associa- 
tion heartily endorse the American Medical Education 
Foundation; that the Council of the Southern Medical 
Association make a worthy financial contribution to this 
Foundation, and that all facilities of the Southern 
Medical Association be used to promote contributions 
to the Foundation. Our JourNnat will be an effective 
medium and all Councilors should consider it a privilege 
to promote the Foundation. Suggestion is made that 
the American Medical Association might promote a more 
practical plan of inviting contributions at county medical 
society levels. 


(Signed) Mirrorp O. Rouse, Acting Chairman 
R. L. SANDERS 
W. KeENpRICK PURKS 
Waverty R. PAyNeE 
Committee 








84 SOUTHERN MEDICAL JOURNAL 


Doctor-Hospital Relationship 


A meeting of the Committee on Doctor-Hospital 
Relationship of the Southern Medical Association was 
held during the annual meeting of the Association, Dallas, 
Texas, November 5-8, 1951. Members present: Dr. J. B. 
Lukins, Chairman, Louisville, Kentucky, and Dr. Edgar 
M. Dunstan, Atlanta, Georgia. Sitting with the Com- 
mittee at the request of the Chairman was the President, 
Dr. Curtice Rosser, Dallas, Texas. Other members of 
the Committee, Dr. Oscar B. Hunter, Washington, Dis- 
trict of Columbia, and Dr. Allan D. Tuggle, Charlotte, 
North Carolina, were not attend the Dallas 
meeting and the other member, Dr. F. A. Holden, 
Baltimore, Maryland, was unable to sit with the Com- 
mittee due to another meeting at the same time. 


able to 


REPORT OF COMMITTEE ON DOCTOR-HOSPITAL 
RELATIONSHIP 


The relationship of the medical staff and the hospital 
poses in most communities a very complex problem. 
There are so many factors to be considered and so many 
groups to be satisfied that only a Solomon could come 
up with a complete answer. The medical and surgical 
staff, the hospital authorities, the school of nursing, all 
have a strong hand in what goes on within the confines 
of any institute of healing. No doubt all three of these 
organizations have as their prime object, “The Welfare 
of the Patient.” 

Human nature being what it is, there is frequently 
some disagreement as to the best and quickest way to 
arrive at the restoration of health. 

Over and above the local organization, we have the 
great national bodies as overseers, the American Medical 
Association, the American College of Surgeons and the 
American Hospital Association. The American Medical 
Association makes the policies of the entire medical 
profession. The American College of Surgeons has ele- 
vated surgery and the hospitals to a high standard, not 
excelled in all the world. The American Hospital As- 
sociation has organized all the worthy hospitals and laid 
down a program of efficiency that has elevated the 
nursing profession and has rendered immeasurable good 
to the patient and the public at large. 

There has been considerable complaint that the Ameri- 
can Hospital Association has gone too far in dictating 
procedure to local hospitals, to the point where it inter- 
feres with the individual practice of medicine in the 
hospital. 
staff and are not working daily in a given hospital, 
complain that everything is so standardized and regulated 
that they hesitate to employ their usual methods of 
treatment lest it be different or counter to the usual 
procedure in that particular institution. This is often 
an unjust for some medical committee or 
group of doctors has usually made these regulations. 


Many doctors who are only on the courtesy 


criticism, 


That there is encroachment by the hospitals and cor 
porations on the practice of medicine, nearly every one 
admits. A 
radiologist and pathologist and in some places the anes 
thetist on a salary 


large percentage of hospitals employ the 


basis. This, of course, is contrary 
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to ideal procedures and in some states is contrary to law, 
but it would seem very impractical and a great loss of 
time and an inconvenience to the patient for each doctor 
to call his own radiologist or own pathologist. Specialists 
essential to the internal conduct of a hospital should 
remain on an independent basis even though appointed 
by the hospital with the approval of the medical board 
to head the laboratories concerned and should receive 
compensation by sharing in the profits of their own work 
instead of a salary. 

The rapid growth of Blue Cross and of Blue Shield 
has further complicated the picture. We positively state 
that no medical service should be included in a hospital 
contract. The Blue Cross and several others adhere to 
this principle. We believe all should. In the East, 
in a large teaching hospital, owned and controlled by 
one of our most renowned institutions of learning, the 
residents operate on many of the patients, some of which 
are never seen by the active staff. These residents are 
paid a nominal monthly salary and the check from the 
insurance company for the surgery is paid directly to 
the hospital. At the present time this is being exposed 
by the medical society of the state. We will be in- 
terested in the outcome. We believe every private patient, 
including those with health insurance, should have his 
own private physician in charge of the case or, in the 
event that he does not have a private physician, one 
who has the approval of the medical staff should be 
suggested by the hospital at the time of admission. 

The staff and the hospital are interdependent. A first 
class medical staff cannot long exist as such without a 
first class hospital in which to work. On the other hand, 
it is obvious that for a hospital to remain in Class A, 
it must be staffed by first class doctors. 

In every hospital there should be a well organized 
department of general practice. This is just as important 
as a department of surgery or any other specialty. With- 
out a department of training for the general practitioner 
there can be no source of supply of trained men to fill 
the great need in rural communities. 

In a report of this nature we cannot lay down rules 
and regulations but can only state principles and possibly 
make a few suggestions. 

For all the troubles and differences of the hospital and 
the medical staff there is no panacea. There can be no 
one plan that will work in all places. A careful reading 
of the code of ethics of the American Medical Association 
would be very beneficial to both the medical staff and 
the administrators of the hospitals. 

There is a plan for human relations given many hun- 
dreds of years ago that has been called “Golden:” “Do 
unto others as you would have others do unto you.” 

This complex problem is difficult of solution and 
there is apparently much work to be done in the future. 
Since the problem of doctor-hospital relationship is a 
continuing one, the members of this Committee recom- 
mend that this Committee be continued. Dr. Curtice 
Rosser, President, and Mr. C. P. Loranz, Secretary- 
Manager, met with the Committee and concurred in this 
recommendation. 


(Signed) J. B. Lukins, Chairman 
Evcar M. DuNSsTAN 
CURTICE ROSSER 
For the Committee 








Nm 


ed 
nt 
h- 
er 
ill 


les 


ly 


no 
ng 
on 
nd 


in- 
Do 





Vol. 45 No. 1 


Book Reviews 


Handbook of Nutrition. A Symposium. Prepared under 
the auspices of the Council on Foods and Nutrition of 
the American Medical Association. Second edition. 
717 pages with illustrations. Philadelphia: The Blakis- 
ton Company, 1951. Price $4.50. 


One of the American Medical Association’s most useful 
and valued publications has been the “Handbook of 
Nutrition.” A symposium prepared under the auspices 
of that organization’s Council on Foods and Nutrition, 
the Handbook first made its appearance in 1943. The 
rapid advances that have been made in this dynamic 
field, to a measurable extent as a result of the impact 
of World War II, as pointed out by Dr. James S. 
McLester, the Council’s Chairman, in his introduction, 
have made imperative a complete revision of this book. 
The chapters comprising this second edition have 
previously appeared in the Journal of the American 
Medical Association, beginning with Dr. Ancel Keys’ 
essay on Energy Requirements, from February 1950 on, 
but are here collected in convenient book form. Each 
chapter is written by an active investigator in his field, 
and the contributions represent the work of many of 
the major nutrition laboratories of this country. In 
addition to the section of eleven chapters dealing with 
the individual nutrients, three other groups of chapters 
are provided, dealing respectively with nutritional needs, 
nutritional requirements, and foods and their nutritional 
qualities. There is also a complete index. All physicians 
should obtain a copy of this highly useful, readable, and 
inexpensive publication. 


The Pharmacologic Principles of Medical Practice. By 
John C. Krantz, Jr., Professor of Pharmacology, 
School of Medicine, University of Maryland, and C. 
Jelleff Carr, Associate Professor of Pharmacology, 
School of Medicine, University of Maryland. Second 
edition. 1,116 pages with illustrations. Baltimore: The 
Williams and Wilkins Company, 1951. 


The second edition of Krantz and Carr’s “Pharma- 
cological Principles of Medical Practice” is an extensive 
revision of the 1949 edition, an up-to-date and highly 
useful textbook. It has been revised in accordance with 
the Fourteenth Revision of the United States Pharma- 
copeia, and many new drugs are considered. Among the 
changes are an expansion of the section on antibiotic 
therapy, a chapter dealing with the chemotherapy of 
tuberculosis, a new chapter on anti-motion sickness drugs, 
as well as discussions of the treatment of rickettsial dis- 
eases and the use of ACTH and cortisone in rheumatoid 
arthritis. Although most of the newer therapeutic agents 
have been included, no mention could be found of 
urecholine. The authors have made wide use of charts, 
graphs, structural formulas, and photographs in addition 
to the traditional reproductions of kymograph tracings. 
Space is also devoted to the general principles of the 
action of drugs, prescription writing, and a review of 
methods by which new drugs are evaluated. This revised 
text should prove of value to medical. students and 
practitioners. 


BOOK REVIEWS AND BOOKS RECEIVED 85 


Books Received 


Plastic Surgery of the Nose. Including Reconstruction of War 
Injuries and of Deformities from Neoplastic, Traumatic, Radia- 
tion, Congenital, and other Causes. By James Barrett Brown, 
M.D., Professor of Clinical Surgery, Washington University School 
of Medicine, St. Louis, Mo.; and Frank McDowell, M.D., As- 
sistant Professor of Clinical “Surgery, Washington University 
School of Medicine, St. Louis, Missouri. 427 pages with 379 
illustrations, 48 in color. St. Louis: The C. V. Mosby Company, 
1951. Price $15.00. 


Medical Milestones. By Henry J. L. Marriott, M.D. Foreword 
by Sir Alexander Fleming. 293 pages. Baltimore: The Williams 
& Wilkins Company, 1952. Price $3.50. 


An Introduction to Materia Medica and Pharmacology. By Elsie 
E. Krug, R.N., M.A., Instructor in Pharmacology and Anatomy 
and Physiology, St. Mary’s School of Nursing, Rochester, Min- 
nesota; and Hugh Alister McGuigan, Ph.D., M.D., Professor 
Emeritus of Materia Medica, Pharmacology and Therapeutics, 
University of Illinois, College of Medicine, Chicago. 612 pages 
with 37 text illustrations and 10 color plates. Sixth edition. 
St. Louis: The C. V. Mosby Company, 1951. Price $4.25. 


A Course in Practical Therapeutics. By Martin Emil Rehfuss, 
M.D., F.A.C.P., Professor of Clinical Medicine and Sutherland 
M. Prevost Lecturer in Therapeutics, The Jefferson Medical Col- 
lege, Philadelphia; and Alison Howe Price, A.B., M.D., Associate 
Professor of Medicine, The Jefferson Medical College, Philadel- 
phia. Second edition. 938 pages, illustrated. Baltimore: The 
Williams and Wilkins Company, 1951. Price $15.00. 


Cardiac Pain. By Seymour H. Rinzler, M.D., F.A.C.P., Adjunct 
in Medicine and Cardiovascular Research Unit, Beth Israel Hos- 
pital, New York, New York. 139 pages, illustrated. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1951. Price $3.75. 


Textbook of Refraction. By Edwin Forbes Tait, M.D., Ph.D., 
Associate Professor of Ophthalmology, Temple University School 
of Medicine. 418 pages, illustrated. Philadelphia and London: 
W. B. Saunders Company, 1951. Price $8.00. 


International Health Division. Annual Report 1950. 211 pages, 
illustrated. New York: The Rockefeller Foundation, 1951. 


International Pharmacopoeia. First edition. Volume I. 406 pages. 
Also available in French and Spanish editions. Geneva: World 
Health Organization, 1951. Price $5.00. 


Backache, Birth and Figure Relief By Selj-Revolving Hipbones. 
By Wm. Schoenau, Los Angeles, California. 264 pages, illustrated. 
ey Angeles, California: Wm. Schoenau, Publisher, 1951. Price 
2.00. 


> 


Rehabilitation Nursing. By Alice B. Morrissey, B.S., R.N., In- 
structor in Rehabilitation Nursing, New York University-Bellevue 
Medical Center; Supervisor of Nursing Service, Department of 
Physical Medicine and Rehabilitation, Bellevue Hospital. Fore- 
word by Howard A. Rusk, M.D., Professor and Chairman of the 
Department of Physical Medicine and Rehabilitation, New York 
University-Bellevue Medical Center; Associate Editor, The New 
York Times. 299 pages. New York: G. P. Putnam’s Sons, 1951. 
Price $5.00. 


Surgery of the Oblique Muscles of the Eye. By Walter H. Fink, 
M.D., Minneapolis, Minnesota. 350 pages with 93 illustrations 
including 18 in color. St. Louis: The C. V. Mosby Company, 
1951. Price $8.75. 


Conference on Problems of Aging. Transactions of the Thirteenth 
Conference, February 5-6, 1951, New York, New York. Edited 
by Nathan W. Shock, Chief, Section on Gerontology, National 
Heart Institute, National Institutes of Health and the Baltimore 
City Hospitals, Baltimore, Maryland. 194 pages. New York: 
Josiah Macy, Jr. Foundation, 1951. Price $4.00. 


Factors Regulating Blood Pressure. Transactions of the Fifth 
Conference, February 15-16, 1951, New York, New York. Edited 
by Benjamin W. Zweifach and Ephraim Shorr, Department of 
Medicine, Cornell University Medical College, New York, New 
York. 238 pages, illustrated. New York: Josiah Macy, Jr. 
Foundation, 1951. Price $3.75. 


Nerve Impulse. Transactions of the Second Conference, March 
1-2, 1951, New York, New York. Edited by David Nachmansohn, 
M.D., Department of Neurology, College of Physicians and Sur- 
geons, Columbia University. 204 pages. New York: Josiah Macy, 
Jr. Foundation, 1951. Price $3.50. 
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Liver Injury. Transactions of the Ninth Conference, April 27-28, 
1950, New York, New York. Edited by F. W. Hoffbauer, M.D., 
Department of Medicine, University of Minnesota Medical School, 
Minneapolis, Minnesota. 232 pages, illustrated. New York: 
Josiah Macy, Jr. Foundation, 1951. Price $3.00. 


Renal Function. Transactions of the Second Conference, Octobet 


19-20, 1950, New York, New York. Edited by Stanley E. 
Bradley, Department of Medicine, College of Physicians & Sur- 
geons, Columbia University. 178 pages, illustrated. New York: 
Josiah Macy, Jr. Foundation, 1951. Price $3.00. 


Adrenal Cortex. Transactions of the Second Conference, November 
16-17, 1950. Edited by Elaine P. Ralli, Department of Medicine, 
College of Medicine, New York University, New York, New York. 
209 pages, illustrated. New York: Josiah Macy, Jr. Foundation, 
1951. Price $3.00 

Annual Report of the John and Mary R. Markle Foundation, 1950. 
75 pages. New York: The Markel Foundation, 1951. 





Southern Medical News 


ALABAMA 


A public Seminar on Multiple Sclerosis was held in the audi- 
torium of the Jefferson-Hillman Hospital, Birmingham, recently. 
It was the first to be held in Alabama and was open to the 
general public. Dr. Wilmot S. Littlejohn, Birmingham, Chairman 
of the medical advisory board of the Alabama Chapter of the 
National Multiple Sclerosis Society, was the Seminar chairman. 

Dr. Donald B. Sweeney, instructor in neurosurgery, Medical 
College of Alabama, Birmingham, and five other surgeons founded 
the new Congress of Neurological Surgeons. Its organizational 
and first annual meeting was held in Memphis, Tennessee, recently. 
Its second annual meeting will be held in New Orleans, Louisiana 
in 1952. Dr. Sweeney was named a member of the board of 
directors. 

Birmingham Baptist Hospital, Birmingham, has elected to head 
its medical staff: Dr. G. J. Roscoe, president, Dr. Walter G. 
Haynes, vice-president; and Dr. Clyde W. Brown, secretary. 

A campaign is being conducted to raise $675,000 to provide 
additional beds at the Birmingham Baptist Hospital, Bir- 
mingham. The money will be divided equally between the West 
End unit and the Highland Avenue unit. Contract has been let 
at the West End unit for an addition of an East wing to add 
80 beds and a North wing for other accommodations. 





ARKANSAS 


University of Arkansas School of Medicine, Little Rock, has 
received a grant of $15,000 from the National Fund for Medical 
Education which is to be used for instruction purposes. 

Dr. L. P. Good, Texarkana, has been elected president-elect of 
the Southwestern Surgical Congress. 

Dr. W. A. Reilly, formerly on the faculty of the University 
of Arkansas School of Medicine, Little Rock, has been appointed 


to direct the radioisotope unit of the Veterans Hospital, Fort 
Miley, California. 
Dr. Carl A. Rosenbaum, Little Rock, has been appointed a 


trustee of the University of Arkansas. 

Dr. Fred H. Krock, Fort Smith, has been 
councilor of the Southwestern Surgical Congress. 

Dr. Carroll F. Shukers, Little Rock, has been appointed chief 
of laboratory service at the Veterans Administration Hospital, 
Little Rock. 

Dr. J. H. Moseley has moved from Hampton to Warren. 


DISTRICT OF COLUMBIA 


The new Pediatrics and Crippled Children’s Building of 
Gallinger Municipal Hospital, Washington, was opened recently. 
It is a 170-bed unit and was built at a cost of $2,000,000. 

Major General Harry G. Armstrong, Surgeon General of the 
U. S. Air Force, holds the national presidency of two medico- 
military organizations, the Association of Military Surgeons and 
the Aero Medical Association. 

Dr. Hugh H. Hussey, Washington, who was appointed Associate 
Editor of GP, the official organ of the American Academy of 
General Practice, last summer, is the new Editor of GP. The 
former Editor, Dr. Walter C. Alvarez, resigned, but will continue 
as a member of the staff in the position of Associate Editor. 

District of Columbia Division of the American Cancer Society, 
at its fifth annual meeting held recently, elected Dr. Murray M. 
Copeland, president; Dr. Harry H. Kerr, vice-president; and Dr. 
Calvin T. Klopp, secretary, all of Washington. 

Dr. Winfred Overholser, superintendent of St. Elizabeths Hos- 
pital and professor of psychiatry, George Washington University 


elected Arkansas 
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School of Medicine, Washington, received the Gold Key Award, 
the highest recognition offered by the American Congress of 
Physical Medicine, at its annual meeting held in Denver, Colorado, 
last fall. This recognition was for Dr. Overholser’s work in occupa- 
tional therapy and rehabilitation. 

Dr. W. Randolph Lovelace Il, Chairman of the Armed Forces 
Medical Policy Council, Washington, recently made a world tour 
of United States installations to obtain suggestions for improving 
military medicine and surgery. 

Dr. Joseph S. Wall, for fifteen years Chairman of the Medical 
Staff of Children’s Hospital, Washington, has resigned that post 
but continues as a member of the consulting medical staff and a 
member of the Board of Directors of the Hospital. 


The Pan American Sanitary Bureau, Washington, regional office 
of the World Health Organization, has been authorized to establish 
a zone office in Buenos Aires which will serve Argentine, Chile, 
Paraguay and Uruguay. 


FLORIDA 


_ The University of Florida will hold its sixth annual midwinter 
Seminar in Ophthalmology and Otolaryngology in Miami Beach, 
January 14-19. Dr. Walter T. Hotchkiss, Miami Beach, is secre- 
tary. 

Dr. Warren W. Quillian, 
of the American Academy 
recently in Toronto, Canada. 

International Society for Geographic Pathology, whose activities 
were interrupted by the war, has been reorganized. The next 
conference will be held in Liege, Belgium, July 15-18. For in- 
formation address Dr. Virgil H. Moon, Secretary, Medical Research 
Unit, University of Miami, Coral Gables. Dr. Moon organized the 
National Committee for the United States. 

_ Dr. Thomas S. Griggs, Miami, is taking a postgraduate course 
in anesthesiology in New Orleans, Louisiana. 

Dr. Harrison G. Palmer, St. Petersburg, has 


Coral Gables, was installed president 
of Pediatrics at its meeting held 


been visiting 


numerous hospitals and clinics throughout the eastern United 
States and Canada. 
Dr. Philipp R. Rezek, Miami, recently presented a paper 


before the International Clinical 


London, England. 


Congress of Pathologists at 


GEORGIA 


The Southern Section of the American 
ological and Otological Society will 
Academy of Medicine, January 14. 

Communicable Disease Center will give Laboratory Training 
Courses January 1 to December 31. Information and application 
forms can be obtained from the Chief, Laboratory Training 
Services, Communicable Disease Center, U. S. Public Health 
Service, P. O. Box 185, Chamblee. 

Medical College of Georgia, Augusta, announces two post- 
graduate courses: Dr. Charles W. Hock, assistant professor of 
medicine, a course entitled ‘‘Advance in Medicine,” March 3-5: 
and Dr. Robert B. Greenblatt, professor of endocrinology, the 
Eighth Postgraduate Course in Endocrinology, May 26-31. 

Georgia Chapter of the American College of Surgeons at its 
meeting held in Augusta in October elected Dr. Luther H. Wolff, 
Columbus, president; Dr. Thomas Harrold, Macon, vice-president; 
Dr. J. H. Semans, Atlanta, secretary; and Dr. Joseph C. Read, 
Atlanta, treasurer. The Chapter will meet in Columbus for its 
1952 meeting. 

Georgia Academy 


Laryngological, Rhin- 
meet in Atlanta at the 


of General Practice at its recent meeting 
held in Macon elected Dr. Albert R. Bush, Hawkinsville, presi- 
dent; Dr. Peter Hydrick, College Park, vice-president; and Dr. 
Maurice Arnold, Hawkinsville, secretary-treasurer. 

Mitchell County Hospital, Camilla, has appointed the following 
as as to the medical staff: Dr. Thomas Mack Sutton, 


pediatrics; J. Z. McDaniel, urology; Dr. Fred E. Murphy, 
orthopedics; 4 4 Ernest Wahl, internal medicine; and Dr. Charles 
H. Watt, surgery. 


The Screven County Hospital which opened in Sylvania in 
September, has elected Dr. James Freeman as chief of staff; Dr. 
W. C. Simmons as staff secretary, and has secured for part-time 
services Dr. Jack Levy of the staff of the Medical College of 
Georgia, Augusta, radiologist; and Dr. D. F. Mullins, Jr., Athens, 
pathologist. 

Savannah’s Warren A. Candler Hospital has added the following 
to the medical staff: Dr. Irving Victor, urologist; Dr. Warren U. 
Clary, neuro-surgeon; Dr. Ernest Edwards, orthopedist; Dr. Hollis 
E. Puckett, internist; Dr. Vincent Circincioni, dermatologist; and 
Dr. Alexander Paderewski, dentist. 

Dr. J. G. Bohorfoursh, chief, Professional Services, Veterans 
Administration Hospital, Augusta Annex, has been appointed 
associate professor of clinical medicine at the Medical College of 
Georgia, Augusta. 


MEDICAL NEWS continued on page 48 
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ANNOUNCING 


THE FIFTEENTH ANNUAL MEETING 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


CONFERENCE HEADQUARTERS — MUNICIPAL AUDITORIUM 


MARCH 10-13, 1952 


GUEST SPEAKERS 


Leo V. Hand, M.D., Boston, Mass. 


Anesthesiology 

John H. Lamb, M.D., Oklahoma City, Okla. 
Dermatology 

J. Arnold Bargen, M.D., Rochester, Minn. 
Gastroenterology 

Ralph A. Reis, M.D., Chicago, IIl. 
Gynecology 

Charles A. Doan, M.D., Columbus, Ohio 
Medicine 

John P. Merrill, M.D., Boston, Mass. 
Medicine 

William Parson, M.D., Charlottesville, Va. 
Medicine 

Jacob E. Finesinger, M.D., Baltimore, Md. 
Neuropsychiatry 


Leroy A. Calkins, M.D., Kansas City, Kan. 
Obstetrics 


John H. Dunnington, M.D., New York, N. Y. 
Ophthalmology 

Edward L. Compere, M.D., Chicago, Ill. 
Orthopedic Surgery 

Hayes Martin, M.D., New York, N. Y. 
Otolaryngology 

Oscar B. Hunter, Sr., M.D. 

Washington, D. C. 

Pathology 

Margaret M. Nicholson, M.D. 

Washington, D. C. 

Pediatrics 

Paul C. Swenson, M.D., Philadelphia, Pa. 
Radiology 

Richard B. Cattell, M.D., Boston, Mass. 
Surgery 

Claude F. Dixon, M.D.. Rochester, Minn. 
Surgery 

Frank C. Hamm, M.D.. Brooklyn, N. Y. 
Urology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, surgical and medical procedures 
in color television, technical exhibits and medical motion pictures. (All-inclusive registration fee—$20.00) 


The Postclinical Tour By Air to Merida, Mexico City, Cuernavaca, Taxco, and 
Acapulco — March 15-29 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 
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Continued from page 86 


Dr. Albert Heyman, assistant professor of medicine, Emory 
University School of Medicine, Atlanta, was awarded a fellowship 
by the World Health Organization to visit England and Sweden. 
He spent two months visiting medical schools in London, Oxford, 
Edinburgh, Wales and Stockholm to study the methods employed 
in European medical schools in teaching environmental factors in 
medicine. 

Dr. and Mrs. J. F. Mixson, Sr., 
their golden wedding anniversary. 

Dr. Newdigate M. Owensby, Atlanta, has been appointed by 
the Board of Trustees of the American Academy of Neurology 
to membership on the newly formed Committee on Public Legis- 
lation of the Academy. 

Dr. Jack Norris, Atlanta, has become an admiral in the Navy 
and will presumably defend the coast with noxious products 
from the pathology laboratory. 


Valdosta, recently celebrated 


American Academy of Forensic Sciences will hold its fourth 
annual meeting in Atlanta, March 6-8. 

Dr. L. P. Holmes, Augusta, was appointed a councilor of the 
American College of Radiology by the Board of Chancellors which 
met in Washington, D. C. recently, Dr. Holmes having been 
nominated by his local radiologic society 

Dr. A. M. Phillips, Macon, succeeds Dr. A. W. Bramblett, Jr., 
Forsyth, who has resigned as a member of the State Board of 
Health. 

Dr. Hal Davison, Atlanta, has returned from Zurich, Switzerland, 
where he appeared on the program of the International Association 
of Allergists. 

Dr. Robert H. Gillespie, Atlanta, has been made a diplomate 
of the American Board of Obstetrics and Gynecology. 

Dr. George D. Meador is associated with Dr. A. W. DeLoach, 
Cairo, who recently located there for the practice of general 
medicine and surgery. 

A new office building is being constructed at Tifton by Drs. 
C. S. Pittman and Carl Pittman, Jr. 

Dr. John W. Daniel, Jr., and Mrs. Elizabeth Lynah Rumsey, 
both of Savannah, were married recently. 

Dr. George R. Mayfield and Miss Janie Elizabeth Hillman, both 
of Augusta, were married recently. 
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KENTUCKY 


Kentucky State Medical Association at its recent Centennial 
Meeting held in Louisville installed Dr. Clark Bailey, Harlan, 
president; and elected Dr. R. Haynes Barr, Owensboro, president- 
elect; Dr. Thomas V. Gudex, Louisville, Dr. Keith Smith, Corbin 
and Dr. R. Ward Bushart, Fulton, vice-presidents: Dr. Bruce 
Underwood, Louisville, secretary-editor; and Dr. Woodford B. 
Troutman, treasurer. 


Kentucky State Medical Association in cooperation with the 
University of Louisville School of Medicine will broadcast by 
telephone scientific programs for one hour each month during 
February, March and April. Programs will eminate from the 
Medical School and will be under the direction of Dr. Herbert L. 
Clay, Louisville, who is Director of Postgraduate Refresher Train- 
ing at the University. 

Kentucky Chapter of the Academy of General Practice has 
elected Dr. Richard R. Slucher, Buechel, president: Dr. Keith P. 
Smith, Corbin, vice-president; and Dr. David G. Miller, Jr., 
Morgantown, secretary. 

The recipients of the Kentucky State Medical Association’s 
three annual awards as chosen by the House of Delegates at the 
annual meeting are: Dr. J. B. Lukins, Louisville, the E. M. 
Howard Award for outstanding service in behalf of organized 
medicine; Dr. John E. Kinchloe, Hardinsburg, the J. Watts Stovall 
Award as the outstanding general practitioner of the year; and 
Dr. Carl Norfleet, Somerset, the Distinguished Service Award. 

Dr. E. L. Henderson, Louisville, immediate past President of 
the World Medical Association, was chosen one of the three 
members of its council at the annual meeting held in Stockholm, 
Sweden, in October. The Sixth Annual Assembly of this Associ- 
ation will be held at Athens, Greece (1952): the Seventh in 
Amsterdam, Holland (1953) and the Eighth in Rome, Italy 
(1954). 

Dr. Samuel C. Smith, Ashland, is the new director of the 
Ashland-Boyd County Health Department. The former director, 
Dr. John Wilson, resigned to enter general practice in Ashland. + 

Dr. Thomas Stigall, formerly at Nichols Veterans Administration 
Hospital, Louisville, has opened an office in Louisville. 

University of Louisville School 
nounces the appointment of Dr. U. 


of Medicine, Louisville, an- 
Pentti Kokko as associate 


Continued on page 50 








CLINICAL 
ALLERGY 


A Different Approach 


Dedicated to proof that 


DAvipson, A.B., M.D. 
Fellow American College of Physicians 
Fellow 
Fellow American College of Allergists 

Certified by Board of Internal 

Medicine with special certification in Allergy 


By Marion 1. 
American Academy of Allergy 


American 


In Allergy there is no Immunity 


In Immunology there is no Allergy 


Written to give all physicians a better understanding of allergy since 


all physicians are constantly treating allergic patients. 


Price $5.00 postage prepaid 


(We regret that we are unable to handle charge accounts or approval orders) 


AMERICAN PRINTING COMPANY 


1018 NORTH 19TH STREET 


e BIRMINGHAM 4. ALABAMA 
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professor in Child Health Research. He will continue studies in 
poliomyelitis in the School's Kentucky Child Health Foundation 
Laboratory which is under the direction of Dr. Alex J. Steigman, 
professor of Child Health. 


Dr. Fred E. Rankin, Lexington, was reelected regent ior a three- 
year term of the American College of Surgeons at its annual 
meeting held in San Francisco, November 8. 


LOUISIANA 


Dr. Woodard D. Beacham, New Orleans, has been elected first 
president of the American Academy of Obstetrics and Gynecology. 
The National Federation of Obstetric-Gynecologic Societies has 
reconstituted itself as The American Academy of Obstetrics and 
Gynecology, the action being taken at the Federation meeting 
held in Atlantic City in June. 

Dr. William A. Sodeman, New Orleans, was elected president- 
elect of the organization of a new scientific body, the American 
Society of Tropical Medicine and Hygiene, formed at a recent 
meeting in Chicago by the amalgamation of the 47-year-old 
American Society of Tropical Medicine and the 34-year-old Na- 
tional Malaria Society. Dr. Martin D. Young, Columbia, South 
Carolina, is the first president, and Dr. H. W. Van Hovenberg. 
Mt. Pleasant, Texas, vice-president. 

New Orleans Surgical Society was organized in October by 
surgeons of the two medical schools and the following officers 
elected: Dr. Alton Ochsner, president; Dr. J. D. Rives, vice- 
president; Dr. Samuel Romano, treasurer: and Dr. Marshall L 
Michel, secretary. 


Tulane University School of Medicine has been awarded grant- 
totaling $75,000 by the American Cancer Society for continued 
cancer research now being conducted at the School. 


Dr. Roscoe Pullen, New Orleans, has been elected president of 
the attending staff of Charity Hospital. Other officers are Di 
Ambrose Storck, vice-president, and Malter Salatich of the Louis- 
iana State University Medical School faculty, secretary-treasurer; 
Dr. Conrad G Collins, Dr. M. T. Van Studdiford, Dr. James 
Rives and Dr. E. J. Richard, members of the staff advisory 
ommittee. 

Dr. Jack Weatherly has been appointed instructor in neuro- 
psychiatry, Louisiana State University School of Medicine. and 
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will serve as psychiatrist to the Mental Hygiene Clinic. He is 
a graduate of the University of Arkansas School of Medicine. 

Dr. Elizabeth Bass and Dr. Clothilde Jacquet, New Orleans, 
were recently honored by the Orleans Altrusa Club for outstanding 
service to the community, and made honorary members of the 
organization. 

Dr. Emma Moss was elected vice-president of the American 
Society of Clinical Pathologists at the Chicago meeting in October. 


MARYLAND 


Dr. Edwin L. Crosby, administrator of the Johns Hopkins 
Hospital, Baltimore, was named president-elect of the American 
Hospital Association at the 53rd annual meeting held in St. Louis, 
Missouri, in September. 

Dr. E. Cowles Andrus, Baltimore, presided as president at the 
annual meeting of the American Society for the Study of Arterio- 
sclerosis held in Chicago in November. 

Dr. David Ross, formerly head of the Seton Institute of Balti- 
more, has been named medical director of the National Hospital 
for Speech Disorders, succeeding the late Dr. James S. Greene 
Dr. Greene founded the hospital in 1916 and served as its head 
until his death in 1950. 


MISSISSIPPI 


Dr. T. E. Dye, Clarksdale, resigned efiective December 1 as 
secretary of the Mississippi State Medical Association, having 
served continuously since 1918. Dr. George E. Twente, Jackson, 
has been appointed to fill the unexpired term. Mr. Rowland B. 
Kennedy was employed as executive secretary for the Association 
at a called meeting on September 19. Offices have been estab- 
lished in Room 508, First Federal Building, Jackson. 


Mississippi Chapter of the American Heart Association has 
named Dr. T. E. Wilson, Jackson, president; Dr. Joe Melvin, 
Jackson, president-elect; Dr. Arthur Guyton, University, vice- 


president: Dr. John Archer, Greenville, secretary and Orrin 
Swayze, Jackson, treasurer. 

Dr. William H. Parsons, Vicksburg, was elected a member of 
the executive committee of the Board of Governors of the 
American College of Surgeons at its annual meeting held in San 
Francisco, November 8. He was previously vice-chairman. 


Continued on page 56 





DERMATOLOGY and SYPHILOLOGY 


\ three year course. beginning in October, fulfilling all the 


requirements of the American Board of Dermatology and 


Syphilology. Also five-day seminars for specialists, for 


general practitioners, and in dermatopathology. 


PHYSICAL MEDICINE 
and REHABILITATION 


Didactic lectures and active clinical application of all 


present-day methods of physical medicine in internal medi- 
cine, general and traumatic surgery, gynecology, urology, 
dermatology, neurology 


and pediatrics. Special demonstra- 


tions in minor clectrosurgery and electrodiagnosis. The 


diagnostic tests used in Physical Medicine. Technics in 


rehabilitation of the seriously disabled. 


FOR 





THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 





INFORMATION ADDRESS 
THE DEAN. 345 WEST SOTH STREET. NEW YORK 19. N. Y. 


PROCTOLOGY and 
GASTROENTEROLOGY 


\ combined course comprising attendance at clinics and 
lectures; instruction in examination, diagnosis and treat- 
ment; witnessing operations; ward rounds; demonstration 
f cases; pathology; radiology; anatomy: operative proc- 
tology on the cadaver. 


ANESTHESIA 
\ three months full-time course covering general and 
regional anesthesia, with special demonstrations in the 


clinics and on the cadaver of caudal, spinal, field blocks, 
etc.; instruction in intravenous anesthesia, oxygen therapy, 
resuscitation, aspiration bronchoscopy. 
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VALENTINE’S meat extract 


HAS SPECIAL VALUE FOR THE AGED AND AGING, PROVIDING: 


the psychologic benefits of a “tonic”, plus 
the physiologic benefits derived from 


@ stimulation of failing appetites 
® increased flow of digestive fluids 


® supplementary amounts of vitamins, 
minerals and soluble proteins 
extra-dietary vitamin B,. 
protective quantities of potassium 
in a palatable and readily 
assimilated form 








Supplied in bottles of 2 fluidounces 


DOSAGE: One teaspoonful two or three times 
daily. Two or three times this amount may be 
prescribed for potassium therapy. 


VRE TIE, commen. me 


RICHMOND 9, VIRGINIA 
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F Comprise the entire properties of the 
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Clinical samples and literature sent to physicians on request 
Davies, Rose & Company, Limited Boston 18, Mass. 
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HIGHER Salicylate Levels 
From Lower Dosage 


and so much 
BETTER TOLERATED 


Combining acetylsalicylic acid, para-aminobenzoic acid (PABA), and ascor- 
bic acid, Pabirin leads to prolonged salicylate blood levels of 35 mg. per 
100 cc. and more from smaller quantities of salicylate than would re- 
quired if the PABA were not concurrently given. The combination of these 
two drugs reduces urinary salicylate output and thereby maintains higher 
blood concentrations. Furthermore, PABA, a nontoxic substance, appears 
to exert a beneficial effect of its own in rheumatic fever. 

The presence of ascorbic acid in Pabirin is beneficial in counteracting the 
loss of this vitamin, usually encountered in salicylate therapy in arthritis, 
thus aiding in maintaining a more normal ascorbic acid blood level. 
WIDELY INDICATED—Pabirin produces outstanding results in acute rheumatic 
fever; it is also dependably effective for the relief from pain in rheumatoid 
arthritis, osteoarthritis, gout, and fibrositis. 

Since Pabirin is sodium-free, it is especially suited for use with patients 
on sodium-restricted diets or for concurrent administration with ACTH 
or cortisone to lower the dosage required of these substances. 


SMITH-DORSEY, Lincoln, Nebraska 
A Division of THE WANDER COMPANY 


Each Pabirin capsule contains: 
Para-aminobenzoic Acid... 3% gr. 
Acetylsalicylic Acid. . 3% er 
Ascorbic Acid # 10 mg. 

Also available as Pabirin with Codeine, 

each capsule containing % gr. of codeine 


ee SODIUM-FREE 


A Dorsey PREPARATION 
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for complementary effects 
wherever combined 
estrogen-androgen therapy 
is indicated eee 
e g In fractures and osteoporosis in either sex to promote 
*&* bone development, tissue growth, and repair. 
é. g. In the female climacteric in certain selected cases. 


e g In dysmenorrhea in an attempt to suppress ovulation on 
*&° the basis that anovulatory bleeding is usually painless. 


e g In the male climacteric to reduce 
°° follicle-stimulating hormone levels. 


“PREMARIN: with METHYLTESTOSTERONE 


is designed to permit utilization of both the complementary 
and the neutralizing effects of estrogen and androgen 
when administered concomitantly. Thus certain 
properties of either sex hormone may be employed 
in the opposite sex with a minimum of side effects. 
Availability: Each tablet provides estrogens in their 
naturally occurring, water-soluble, conjugated 
form expressed as sodium estrone sulfate, 
together with methyltestosterone. 





No. 879—Conjugated estrogens equine 
a... Eee 1.25 mg. 
Methyltestosterone ........................ 10.0 mg. 
Bottles of 100 tablets (yellow 

No. 878—Conjugated estrogens equine 
i a ae 0.625 mg. 
Methyltestosterone ..................:::000+ 5.0 mg. 
Bottles of 100 tablets (red) 


Ayerst, McKenna & Harrison Limited + 22 East 40th Street, New York 16, New York 


5108 
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The Meta Cine formula, based on extensive study 3. Provides lactose, nutrient to favor growth of de- 
of clinical problems related to feminine hygiene, sirable Doderlein bacilli. 
is designed to provide a vaginal douche which will : z 
: . 4. Low surface tension—2/3 that of water or vine- 
best meet a// the routine requirements of good 


, a ar—for better penetration and cleansing. 
medical practice: pt P 8 


And Meta Cine is inexpensive—2 teaspoonfuls per 
F ; . ! 
1 - Contains papain, to digest mucus secretions, help : ques of —— water ; 
remove mucus plugs. Supplied in 8-ounce containers. 


Zz Acid pH 3.5, to help maintain a normal vaginal BRAYTEN PHARMACEUTICAL COMPANY 
environment and inhibit growth and development 


Chattanooga 9, Tennessee 
of pathogenic organisms. 


Specialties for the Medical Profession only 


“What about douching, Doctor?” 


eta-Cine 


“CHAMBER OF HORRORS”’ 





The medicine cabinet—even in many otherwise 
up-to-date homes—is often a veritable 
“Chamber of Horrors”. Among the worst examples 
are the caustic, irritating, alkaline vaginal 
douches which may actually increase or cause 
—rather than solve—problems of vaginal hygiene. 
Even vinegar is frequently kept under unsanitary 
conditions and often misused. 


Some of your most intelligent patients may 

fail to ask your advice regarding a proper douche. 
But when they ask, “What about douching, Doctor?” 
remember the therapeutic soundness and 

safety of Meta Cine. 
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Continued from page 50 
MISSOURI 


Dr. Daniel L. Sexton, St. Louis, was installed president of the 
Mississippi Valley Medical Society at the recent annual meeting 
held in St. Louis. 

Dr. Alphonse McMahon, St. Louis, was elected Chairman of 
the Board of Trustees at the Mississippi Valley Medical Society 
meeting held in St. Louis. 

Dr. Wendell G. Scott, St. Louis, was reelected treasurer of the 
American Roentgen Ray Society at its 52nd annual meeting held 
in Washington, D. C., recently. 

Dr. Melvin A. Casberg, St. Louis, has resigned as dean of 
St. Louis University School of Medicine, effective July 1, 1952, 
because of an acute sensitivity to giant ragweed pollen found in 
the St. Louis area which necessitates a change of residence. 

The contribution of more than half a million dollars given to 
the St. Louis University School of Medicine by James B. Miller, 
former president of Mines Equipment Company, at the time of 
his retirement, has been increased to approximately $700,000. The 
gift, an endowment to the Department of Internal Medicine, 
emphasizes research in emphysema, a disease which results from 
long-term asthmatic conditions and lung and bronchial infections. 
Ihe research projects are being forwarded by Dr. G. O. Broun, 
professor of medicine, Dr. Herbert Sweet, Dr. Clement Sullivan, 
Dr. Burnett Peden and Dr. Gerard Mudd, all of St. Louis. 


An oil painting of Dr. Dudley S. Conley, Columbia, Dean 
Emeritus of the University of Missouri School of Medicine, was 
presented to the University by the alumni of the Medical School 
on November 9. Dr. Conley was dean of the Medical School 
from August 1933 to August 1948, the date of his retirement. 

Dr. Leroy A. Calkins, Kansas City, was installed president 
i the American Association of Obstetricians, Gynecologists and 
Abdominal Surgeons at the recent meeting held in Hot Springs, 
Virginia. 


NORTH CAROLINA 


Dr. Clarence E. Gardner, Jr., professor of surgery, Duke 
University School of Medicine, Durham, has been elected to the 
examining board of the American Board of Surgery for a six-year 
term. Membership on the board is limited to thirteen surgeons 
in the United States. 


or 
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Dr. Leslie B. Hohman, professor of neuropsychiatry, Dr. Ken- 
neth L. Pickrell, professor of plastic surgery, and Murray Halfond, 
speech pathology clinician at the Duke University Medical 
School, Durham, are working on a new program aimed at creating 
a diagnostic and treatment center for speech and hearing problems 
in North Carolina in an attempt to educate parents to help their 
children by explaining the treatment to the parents. 

Dr. Paul M. Gross, vice-president, Duke University, Durham, 
and president of the Oak Ridge Institute of Nuclear Studies, Oak 
Ridge, Tennessee, is the 1951 winner of the Distinguished Service 
Award for scientific achievement, an award given annually by the 
Southern Association of Science and Industry. 

Dr. William L. Fleming, professor of preventive medicine, 
Boston University School of Medicine, Boston, has accepted the 
position as professor of preventive medicine and director of the 
Medical Outpatient Clinic of the University of North Carolina 
School of Medicine, Chapel Hill. 

Dr. George C. Ham, who since 1946 has been at the Institute 
of Psychoanalysis in Chicago, has been appointed professor of 
psychiatry, University of North Carolina School of Medicine, 
Chapel Hill. 

Dr. William James Cromartie, associate professor of bacteriology 
and medicine, University of Minnesota School of Medicine, Ro- 
chester, has been appointed associate professor in bacteriology 
and director of the Bacteriological Laboratory in the University 
of North Carolina Hospital, Chapel Hill. 

Dr. B. Bruce Langdon has opened an office at Fayetteville for 
the practice of urology and urological surgery. 

Dr. S. Clay Williams, Winston-Salem, has opened offices in 
the Reynolds Building for the practice of internal medicine. 

Dr. Paul G. Fillmore, now under an Atomic Energy Com- 
mission fellowship at Duke University School of Medicine, Dur- 
ham, and Dr. Robert F. Poole, Jr., Durham, both members of 
the Atomic Bomb Casualty Commission in Japan, together with 
Dr. Grant Taylor, assistant dean of Duke Medical School who 
is now directing the atom project, went to Japan in 1949. Dr. 
Fillmore, who recently returned from the two years’ work, said 
that most of the Japanese who were A-bombed in 1945 are 
“perfectly normal except for a few scars;’’ that the people re- 
covered from the immediate, acute effects in a period of weeks or 
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Quick Action! 


in the Respiratory and Circulatory Emergencies 
of Intravenous Barbiturate Anesthesia. 












COUNCIL ACCEPTED 


inject 


elrazol 


jatravenously, intramuscularly, subcutaneously 


In respiratory and other emergencies resulting 
from medullary depression during anesthesia. 
Ampules | and 3 cc., tablets, solution, powder. 
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neo-cultol... 


provides viable L. acidophilus 
which multiply rapidly in the colon, 
in a chocolate-palatable 

mineral oil jelly. 


tastes 
like 
chocolate 
pudding! 







neo-cultol — 
liked by even 
squeamish children and 
adults... 


favors aciduric flora 
essential to normal 
peristalsis and daily regularity. 


lubricates, softens 
intestinal contents to prevent 
dry, ‘‘constipated’’ feces. 


avoids distressing flatulence 
by suppressing 
putrefactive bacteria. 


no rush, no griping, no strain — 
no leakage 

comfortably passed, 

moist, well formed 

evacuations — without harsh, 
habit-forming cathartics. 














neo-cultol 


L. Acidophilus in chocolate-flavored mineral oil jelly 
IN FUNCTIONAL CONSTIPATION 


THE 


arlington 

CHEMICAL COMPANY 
YONKERS 1, N. Y. 

division of U.S. VITAMIN CORP. 


Wide-mouth jars of 6 oz. 


Write for literature and samples 
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WHICH WILL YOU HAVE 7 


For some reason, the goose egg stands for 
zero .. . nothing. 

The nest egg, however, stands for a tidy 
sum of money, set aside for your own or 
your children’s future. 

It’s hardly necessary to ask you which 
you'd prefer. 

But it is necessary to ask yourself what you 
are doing to make sure you don’t end up with 
a goose egg instead of a nest egg ten years 
from now. 

The simple, easy, and obvious thing to do 
is to buy U. S. Savings Bonds. 


Buy them regularly, automatically, on a 


plan that pays for them out of the month-to- 
month income you make today. 


Millions of Americans have adopted this 
practically painless way to save up a nice 
nest egg for the needs and wants of the 
future. 

In 10 years they get back $40 for every $30 
invested in U. S. Savings Bonds—bonds as 
safe and solid as the Statue of Liberty. 

There’s a special Savings Bond Plan for 
you. Ask your employer or banker about it 
today . . . and get started now. 

You'll soon realize it’s one of the most im- 
portant and comforting things you ever did! 


Automatic saving is sure saving U.S. Savings Bonds 


Contributed by this magazine in co-operation with the Magazine Publishers of America 
as a public service. 
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An achievement 


in pharmaceutical elegance 


OMNI-VITA Spherettes 


A pleasant tasting, chewable multivitamin preparation 


Omni-Vita* Spherettes provide all the essential vitamins, A, D, C, By, 
Bz, Be, Biz, and Panthenol in small, flavorful, candy-like Spherettes. 
Omni-Vita* Spherettes can be chewed which favors more prompt and 
complete absorption of their vitamin components. Children, especially, 
but many adults as well, who cannot take vitamins in oils, drops, fishy- 
tasting liquids, capsules or tablets like chewable, good-tasting, inexpen- 
sive Omni-Vita* Spherettes. 


OMNI-VITA* Spherettes 
“The preferable way to prescribe vitamins” 


WILLIAM R. WARNER 


Division of Warner-Hudnut, Inc. *Trade Mark 
New York °* LosAngeles ¢ St. Louis 
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Continued from page 56 


months; that most Japanese people who have developed cataracts 
are not hindered in keeping their jobs as radiation cataracts of 
the eye can be removed by a comparatively simple operation; 
that tuberculosis exists due to crowded living conditions, the 
hospital facilities being limited; and that ABCC is a long-term 
project that is continuing to look for other differences in exposed 
and nonexposed persons, the major divisions of the project being 
genetics, pediatrics and medicine. 


OKLAHOMA 


Dr. Otis E. Snow, Yukon, is the new medical director and 
assistant superintendent of the Oklahoma State School, Enid 

Dr. Forest R. Brown succeeds Dr. Mack I. Shanholtz as director 
of the Seminole County Health Department. 

Dr. Fred D. Switzer, formerly of Hugo, is practicing in DeQueen, 
Arkansas. 

Dr. Thomas J. Huff, Jr., has opened offices in Oklahoma City. 

Dr. Charles Roberts has moved from Taloga to Lake Preston, 
South Dakota 


SOUTH CAROLINA 


Dr. William Weston, Sr., Columbia, has submitted his resigna- 
tion as delegate to the American Medical Association House of 
Delegates, after filling this office for over fifteen years. 

Dr. J. I. Waring, Charleston, has been elected state chairman 
for the American Academy of Pediatrics. 

South Carolina Chapter of the American 
has elected Dr. Leland J. Brannon, 
Cc. R. F. Baker, Sumter, vice-president; and Dr. Weston Cook, 
Columbia, secretary, reelected. 

The unveiling of a portrait of the late Dr. W. J. Young took 
place recently at the Allendale Hospital, Columbia. Dr. Young 
was one of the benefactors of the institution. 

Dr. George R. Dawson, Jr., Florence, has announced the as- 
sociation of Dr. Howard W. Mahaffey in the practice of orthopedic 
surgery 


College of Surgeons 
Columbia, president; Dr. 
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Dr. and Mrs. R. M. Pollitzer, Greenville, recently went to 
Uruguay to attend an International Pediatric medical meeting. 

Dr. Pearce Bailey, formerly chief of the Veterans Administra- 
tion’s Section of Neurology, Charleston, is the first director of the 
National Institute of Neurological Diseases and Blindness, an 
institute established by act of Congress last summer. 


Dr. Mills Goodlett has moved from Pelzer to Williamston 
where he will be associated with Dr. Dwight Smith in practice. 





TENNESSEE 
Dr. Nat Copenhaver, Bristol, has been named president-elect 
of the Mayo Foundation for Medical Education and Research, 
this being the fourth time in 34 years that a Southerner has 
been named president of this association. Dr. R. L. Sanders, 
Memphis, was president of the Foundation in 1929. 


Dr. Frank H. Luton, Nashville, was elected a counselor of 
the Central Neuropsychiatric Association at a meeting held in 
St. Paul and Minneapolis in October. The next meeting will be 
held in Nashville in October 1952. 

Dr. Ralph M. Kniseley, formerly of Albuquerque, New Mexico, 
is the new pathologist with the Oak Ridge Hospital and the 
Medical Division of the Oak Ridge Institute of Nuclear Studies. 


Dr. R. P. Beasley, Dickson, was elected mayor of that town 
recently. 
Dr. Joel J. White, retired Navy rear admiral, is Medical 


Director, St. Mary’s Hospital, Knoxville. 

Dr. R. C. Cravens is associated with Dr. 
the Cravens-Norris Clinic, Jamestown. 

Dr. Murrel Froedge, formerly of Glasgow, Kentucky, is asso- 
ciated with Dr. Max Painter at the Painter Clinic, Lafayette. 

Dr. Lawrence B. Molloy has opened offices at Lawrenceburg. 
He is a graduate of Vanderbilt University School of Medicine, 
Nashville. 

University of Tennessee Medical Units, Memphis, has added 
to the staff of the Division of Anatomy: Dr. Robert Lewis Bacon, 


Denton Norris at 
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= 
ACTING 


POTENT 


HIGHLY 
STABLE 


WELL 
TOLERATED 


Dispensed in 50 cc and 20 cc 
multiple - dose vials containing 
0.5%, 1% or 2% solution. All 
solutions available without 
optpoptvine ans and 5 a k ~ 
phrine 1:100,000. solution 
also supplied with pM. 
1:50,000, 


STOCKED BY LEADING WHOLE- 
SALE DRUGGISTS AND SURGICAL 
SUPPLY HOUSES. 


(1 c 
Researches in Anesthesia and Analgesia, 29: 136 


HYDROCHLORIDE 


(Brand of lidocaine hydrochloride*) 


a NEW local anesthetic 


A potent, short-acting local anesthetic, producing on injection, a more prompt, 
intense and extensive anesthesia than equal concentrations of procaine hydro- 
chloride. Useful and effective either with or without epinephrine, it has been 
described (1) as the most promising of the new local anesthetics, approaching 
in efficiency the nerve blocking properties of piperocaine, and in toxicity, the 
advantages of safety presented by procaine. 


XYLOCAINE® 


(Pronounced Xi Io cain) 










ASTRA 


AN AQUEOUS SOLUTION 


) Hanson, I. R. and Hingson, R. A., Current 
(May-June) 1950 


AS'TIRA PHARMACEUTICAL PRODUCTS, INC. WORCESTER, MASS. U.S.A. 


*U.S. Patent No, 2,441,498 
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virtually painless 
liver for injection 


You need no longer hesitate to use 
parenteral liver therapy for your patients 
; because of its painfulness or inconvenience. 
: Pernaemon — Organon’s new and 
different liver extract—is so highly purified 
that it is virtually painless on injection, 
and because it is virtually painless 

ean even be injected subcutaneously into 
the arm, obviating the need for deep 
intragluteal injection. Each ce of 
Pernaemon contains vitamin B,, activity 
equivalent to a minimum of 20 meg. of 
cyanocobalamin—the equal of at least 15 
of the old U.S.P. units. When you 
prescribe Pernaemon you are assured of 
the most potent liver injection 

permitted by the U.S.P. Prepared from 
beef livers only, Pernaemon costs no more 
than ordinary parenteral liver extracts 
despite its many advantages. 

Available in 10-ce vials. 





PEPE P EERE 


Organon INC. * ORANGE, N. J. 


PERNAEMON 


ng 
he 


G) Organon 
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B-P RIB-BACKS 
make it Lay 


Lasy 


Laby 


ON THE SURGEON because he is assured dependable blade 
performance by uniform sharpness—greater strength and 
rigidity. 


ON THE ASSISTANTS because dependable blade perform- 
ance reduces time consuming delays detrimental to clocklike 
surgical procedure for the entire surgical team. 


ON THE BUDGET because the purchaser of B-P RIB-BACKS 
is assured proved cutting performance from every blade—and 
the maximum of satisfactory service . . . thus reducing blade 
consumption to an economic minimum. 


Ask your dealer 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 
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A new case history with pictures 


The unique value of Dexamyl* in providing symptomatic relief 
from mental and emotional distress is clearly demonstrated 
in this case history—reported by a Philadelphia general practitioner. 





Patient: S.M. (shown in photos on opposite page), 

"a lovely old lady", age 80, afflicted with 
arteriosclerosis, cardio-renal insufficiency, 
degenerative osteoarthritis and diabetes mellitus. 
She is "plagued with nervousness, profound weakness, 
vertigo, and pain." 


"The only thing she asked of life was that she die 
before her children. Life did not grant her this 
balm. The untimely death of a daughter through 
suicide wrapped every one of her reflections ina 
package of misery." 


Medical treatment: "Despite ... her cardiovascular 
pathology, I resorted to Dexamyl as the best of the 
geriatric armamentarium. At first she received two 
tablets on arising; one at noon; and one at 5 P.M. 
After two months I was able to reduce the dosage." 





Results: "Dexamyl did not fail. It relieved her 
nervous uncertainty, her depressive weariness, her 
melancholia and her tearfulness. Dexamyl helped 
her to smile again." 


D e x a In yl its’ ‘normalizing’ effect 


ameliorates mood . . . relieves inner tension 


Each tablet contains Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 
5 mg.; Amobarbital, Lilly, 4% gr. (32 mg.) *T.M. Reg. U.S. Pat. Off. 


Smith, Kline & French Laboratories, Philadelphia 
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These unposed photographs of patient S.M. were snapped during an actual interview 
with her physician. She is describing her symptoms of mental and emotional distress. 
See the opposite page for the case history of this patient. 




















66 SOUTHERN MEDICAL JOURNAL January 1952 





1p YOU HAVEN'T A 
DIATHERMY . —_— 


let us send o the val — e of diathermy in 


e va 
rticles on 
medical practice. 


1p YOU HAVE A 
TIATHERMY..-. ed, » us 


not FCC eee new 


which is = 
— 705 i Universal Diatheroy. 
may x type diathermy equips = 
ei 20 br mitted after J aes 
= at order soon to 
Prompt delivery- 


@ is F.C.C. Approved 


MF-49 
® is Council-Accepted 


(Council on Physical Medicine of the A.M.A.) 
@ is approved by Underwriters Laboratories 
For literature, including prices, just drop 
us a note or postcard. No obligation, 
of course. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
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formerly on the staff of Stanford University School of Medicine, 
Stanford, California, as associate professor; Dr. Sidney Arthur 
Cohn; and Dr. Lew S. Cunningham, formerly a research fellow 
of the American Cancer Society at Stanford University. 

Mr. Joseph Augustin LePrince, Memphis, eminent sanitary 
engineer, was recently honored by the National Malaria Society, 
which presented to him its first Joseph Augustin LePrince Award, 
establishd in his honor to recognize ‘outstanding accomplishment 
in malaria control.” 


Dr. Franklin B. Bogart, Chattanooga, was appointed a councilor 
of the American College of Radiology by the Board of Chan- 
cellors which met in Washington, D. C., recently. Dr. Bogart 
was nominated by his local radiologic society. 

Dr. William Hamilton Walker has opened offices in the Medical 
Arts Building, Memphis, for the practice of urology and urological 
surgery. 

Dr. Edwin J. Lipscomb and Dr. Moore Moore, Jr. have become 
associated with Dr. Wendell L. Whittemore in the practice or 
og surgery in the Methodist Hospital Doctors Building, 
Memphis. 


TEXAS 


The new Methodist Hospital, Houston, the newest member of 
the Texas Medical Center, was formally opened November 10. 
Major gifts to the building fund of this hospital included 
$1,000,000 from Mr. and Mrs. H. R. Cullen, $500,000 from the 
M. D. Anderson Foundation, and $100,000 from the Wiess family. 

Dr. Jack R. Ewalt has resigned as dean of the University 
of Texas Postgraduate School of Medicine in the Texas Medical 
Center, Houston, to become Commissioner of Mental Health for 
the State of Massachusetts. In his new position he will have the 
responsibility for the operation of seventeen Massachusetts state 
hospitals having in excess of 30,000 patients. Dr. Ewalt will 
also have a teaching appointment in psychiatry at Harvard 
Medical School, Boston. 

Texas Surgical Society at its recent meeting elected Dr. Robert 
M. Moore, Galveston, president; Dr. F. L. Snyder, Fort Worth, 
first vice-president; Dr. Andrew Small, Dallas, second vice- 
president; and Dr. Albert W. Hartman, San Antonio, secretary. 
The next meeting will be held in Houston, April 7-8. 


Dr. Arild E. Hansen, professor of pediatrics, University of 
Texas Medical Branch, Galveston, was presented the outstanding 
achievement award of the University of Minnesota, an award 
reserved for former students who have attained high eminence 
and distinction. 

University of Texas Medical Branch, Galveston, has added to 
its faculty: Dr. Victor C. Calma, assistant professor of physiology; 
Dr. Ed Rowe, instructor in surgery; Dr. J. F. Mullins, instructor 
in dermatology and syphilology; and Dr. Edward G. Rennels, 
Ph.D., assistant professor of anatomy. 

Texas medical programs will be broadcast by telephone during 
January, February and March through the Texas Medical Associa- 
tion. 

Plans are being made for a $4,000,000 hospital and medical 
center for crippled children at Fort Worth, The W 
Memorial Trust has been given about $1,250,000 under an agree- 
ment providing for conversion of W. I. Cook Memorial Hospital 


Continued on page 68 





Classified Advertisements 











FOR SALE—Clinic and licensed General Hospital. Fully equipped, 
modern fireproof building. Well established practice. Excellent 
location, Southeastern state. Owner must sell for reasons beyond 
his control. Price $65,000, terms. Contact CGH, c/o SMJ. 


FOR LEASE OR SALE—Modern hospital fully equipped, 18 
beds, individually owned, southeastern Oklahoma. Population 
12,000, all white. State school and church town, farming, dairying 
and ranch country. Owner wants to retire. Contact SER, c/o SMJ. 








RESIDENCIES IN PATHOLOGY AVAILABLE—The Veterans 
Administration Hospital, Coral Gables, Florida, announces the 
availability of appointments in an approved three year residency 
in Pathology. Address letters of inquiry to the Chairman, Deans 
Committee, L. G. Rowntree, M.D., duPont Building, Miami, 
Florida. 





RESIDENT PHYSICIAN WANTED--General hospital, 100 beds. 
Attractive salary to qualified applicant. Contact M. E. Win- 
chester, M.D., Executive Administrator, The City Hospital, Bruns- 
wick, Georgia. 
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--. offers new, exclusive functional conveniences, 
advanced styling, long-term economy 





Foam-rubber-cushioned, body-contour top; retractable heel stirrups; magnetic 
door latches; large, chrome-plated drawer- and door-pulls; recessed bases; 
concealed paper sheeting holder; new color finishes—these are a few of the 
recent refinements in design detail that make the New Steeline Treatment 
Table the finest steel table ever made. Complete information on request. 









TOP PROVIDES FLOATING BODY SUPPORT 

















CONVENIENT 
ELECTRICAL OUTLET 





BASE PROVIDES UNOBSTRUCTED TOE ROOM 











With table as nucleus, other New 
Steeline pieces form treatment room 
group complete in all respects. 





A. $ ALOE COMPANY, Genera! Offices: 1831 Olive St., St. Lovis 3, Mo. 


Branches: Los Angeles, New Orleans, Kansas City, Minneapolis, and Washington, D. C. 
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No need for 


* 


me 


when you buy a 
Viso - Cardiette 


You can Learn a great deal about electrocardio- 
graphs from descriptive literature, the makers’ rep- 
resentatives, and the experiences of your colleagues. 
But, when it comes to deciding which one to buy you 
should not be asked to base your choice solely on 
the information thus obtained. Instead of Beige A 
that the chosen ‘cardiograph will be the t one 
for you, you should be permitted to “try it out’ * for 
a while under the exact conditions you would be 
using it. 





That is why Sanborn Company invites any 
seriously interested doctor, hospital or clinic to 


TEST A VISO-CARDIETTE 
FOR 15 DAYS— 
WITHOUT ANY 
OBLIGATION 
WHATSOEVER. 





This exclusive Sanborn plan places a Viso-Cardiette in 
your hands for 15 days. You run tests on your own patients, 
examine the instrument thoroughly inside and out, invite 
others to appraise it (especially your engineering friends), 
and compare its construction, performance and records with 
those of any other make. Then, at the end of the “trial” 
period, if you are not completely satisfied, you simply return 
the instrument to us. Yes, it’s as easy as that 
under no obligation! 


and you're 


This coupon may be used to ask for a 

15-day **Viso”™ test, or simply 

to request descriptive 

literature. — | 
— — 

— -_ 


_ 
—_——_— e Viso-Cardiette | 


——_—- 


tom interested ino 5-doy test of th 


"Viso . 
wy @ 
ady t° 
ot yet re 


| 
: On Viteroture- 
1 Name ‘cage. | 
; STREET a a | 


Se nen. ae 
y ors state =A 


u----~ SANBORN co. 


CAMBRIDGE 39, MASSACHUSETTS 
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Continued from page 66 


and funds of the Fort Worth Children’s Hospital into a new 
children’s medical center; the center is to be known as the W. L 
Cook Memorial Hospital for Children. The unit for treatment of 
crippled children will be designated the Tom B. Owens Institute 
for Crippled Children. The project is expected to be completed 
by December 1952. 

Dr. Charles L. Martin, Dallas, was elected president-elect of 
the American Roentgen Ray a at its 52nd annual meeting 
held recently in Washington, D. 

University of Texas, tit has received a $32,400 Atomic 
Energy Commission research contract for studies on radiation 
effects: and a $50,000 grant from the Rockefeller Foundation 
for research on fundamental genetics. Dr. Wilson S. Stone, pro- 
fessor of zoology and gene research director, will supervise both 
the radiation and gene projects. Assisting him in the investiga- 
tions will be Drs. R. P. Wagner, A. R. Schrank and W. Frank 
Blair of the zoology department, and Dr. Orville Wyss, professor 
of bacteriology; Dr. J. T. Patterson, professor of zoology and 
director of zoology research at the University; and Drs. Michael 
J. D. White, C. P. Oliver and M. R. Wheeler of the zoology 
department. 

Dr. E. E. Snell of the University of Texas will use the $6,000 
grant awarded by Sharp & Dohme of Philadelphia for research 
on a problem of bacterial metabolism. 


VIRGINIA 


Medical Society of Virginia at its 104th annual meeting held 
at Virginia Beach in October installed Dr. John T. Hundley, 
Lynchburg, president; and elected Dr. James L. Hamner, Mann- 
boro, president-elect; Dr. Ira L. Hancock, Creeds; Dr. Walter 
P. Adams, Norfolk, and Dr. Mary Elizabeth Johnston, Tazewell, 
vice-presidents; and Robert I. Howard, Richmond, executive secre- 
tary-treasurer. 

Dr. W. A. Werner is health officer of the Lee-Scott Health 
District recently organized, with headquarters at Gate City and 
a branch office in Jonesville. 

Dr. A. R. Wilson Climie has been appointed health officer of 
the Alleghany-Botetourt Health District with headquarters in 
Covington. 

Dr. William V. Harrison is the new health officer of Carroll- 
Grayson Health District with headquarters at Galax. 

Dr. Joseph M. Rose is the new health officer of Pittsylvania 
Health District with headquarters in Chatham. 

Dr. R. B. Blackwell has resigned as health officer of Buena 
Vista-Lexington-Rockbridge Health District to accept the position 
as health officer of Newport News. 

Dr. Charles Roger Lyons, formerly of Montana, replaces Dr. 
Charles R. Woolwine as health officer at Virginia Polytechnic 
Institute. 

Dr. Richard Fowlkes, Richmond, was elected president of the 
Southeastern Dermatological Association at its meeting held in 
Birmingham, Alabama, recently. The next meeting of the organi- 
zation will be held in Nashville, Tennessee. 

Iwo hospitals recently dedicated are the Louise Obici Hos- 
pital, Suffolk, and the Shenandoah County Memorial Hospital, 
Woodstock. 

Dr. Wm. T. Sanger, president of the Medical College of Vir- 
ginia, Richmond, has been chosen president-elect of the National 
Society for Crippled Children and Adults. 





WEST VIRGINIA 


Dr. J. A. Haney succeeds Dr. Edwin J. Kroeker, 
assistant superintendent, Hopemont Sanitorium, 
cember 1. 


resigned, 
effective De- 


Dr. Max Koenigsberg, Charleston, has been elected an associate 
fellow of the American College of Allergists. 

Dr. Eugene S. Carter, Jr., Montgomery, has accepted a fellow- 
ship in internal medicine at the Lahey Clinic, Boston. 

Dr. J. B. Baber, Huntington, has retired from active practice 
on account of ill health 

Dr. Robert Stenberg, Richmond, Indiana, succeeds Dr. Thomas 
S. Knapp as superintendent, Spencer State Hospital. 

Dr. Don V. Hatton, Oak Hill, has moved to Williamson. 

Dr. Wilson Brown, Narrows, Virginia, has accepted a_three- 
year residency in radiology at a hospital in Shreveport, Louisiana. 

Dr. William V. Crabtree, Wellsburg, has located at Cass 
for the practice of medicine. 

Dr. Thomas S. Knapp, formerly superintendent at Spencer 
State Hospital, is engaged in the practice of his specialty of 
psychiatry, being associated with Dr. William B. Rossman, 
Charleston. 
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THE LOAD! 


... ANOTHER EXCLUSIVE CASTLE feet 














May be installed for REMOTE CONTROL operation. 





THERMATIC CONTROL 


in its most advanced stage of mechanical develop- 
ment (Sterilock), establishes a new high in 
patient-safezy. It mechanically im pounds the load 
from the instant the safety door is secured, and 
throughout the entire progressive phases of steri- 
lization. 











This engineering achievement will virtually eliminate all possi- 
bility of tampering or human error, as the control clock key 
can remain in constant possession of one responsible indi- 
vidual. 

This functioning is in conjunction with the exclusive Ther- 
matic automatic recycling mechanism, and the guaranteed 
sterility of each and every load thereby becomes a simple mat- 
ter of routine, attention-free mechanics. 


Get The Facts—Write today for literature de- 
scribing advantages—economies—safety high- 
lights. 


WILMOT CASTLE COMPANY 
1180 University Ave. Rochester 7, N. Y. 


STERILIZERS AND LIGHTS 








70 





SOUTHERN MEDICAL JOURNAL 





Hypercholesterolemia is often 
found in liver disease, diabetes, 
atherosclerosis and its associated 
coronary occlusion, hypertension, 
obesity and nephrosis.} 


Accumulating evidence shows that 
lipotropic therapy, as available in 
Methischol, will help to normalize 
cholesterol and fat metabolism. By 
reducing elevated blood cholesterol 
levels in most patients, lipotropic 
therapy may “prevent or mitigate” 


obesit cholesterol deposition in the 
Ity intima of blood vessels. In liver 


disorders, lipotropic factors 
reduce excess fatty deposits and 
encourage regeneration of new 
liver cells. 


newly improved lipotropic formula 


methischol 


now 
contains 
added 
lipotropic 
vitamin B,. 


Supplied in 
- bottles of 
100, 250, 500 
and 1000 capsules, 
and 16 oz. and 
1 gallon syrup. 


suggested daily therapeutic dose of 9 capsules or 
3 tablespoonfuls provides: 














Choline Dihydrogen Citrate 2.5 Gm.* 
di-Methionine 1.0 Gm. 
Inositol 0.75 Gm. 
Vitamin Bi2 9 mcg. 








Liver Concentrate and Desiccated Liver 





*present in Methischol Syrup as 1.15 Gm. choline chloride 
**present in Methischol Syrup as 1.2 Gm. Liver Concentrate 


+Write for literature and samples 


u.s. vitamin corporation 


Casimir Funk Laboratories, Inc. (affiliate) 
250 East 43rd St., New York 17, N, Y. 
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0.78 Gm.** 
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After months of rigorous proving tests, 
medical departments of all Armed Services 
have jointly accepted a new x-ray unit for op- 
eration in the field. Civil Defense authorities 
aiso see in its complete self-sufficiency an an- 
swer to the problem of providing x-ray facili- 
ties in disaster areas. 

Like its forerunner, the U. S. Army Field 
X-Ray Unit of World War II, the new ma- 
chine was designed and developed by the 
Picker X-Ray Corporation on its own initia- 
tive and at its own expense, with no develop- 
ment cost to the government. Quantity pro- 
duction is already well under way. 


nf —_ a rey a 
ARMED SERVICES 


New Picker Unit Operates Anywhere: Assembles in 5 Minutes 
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ACCEPT PORTABLE FIEL 


The unit is so portable and so self-sufficient 
that it can be used anywhere, even in forward 
areas. For transport it knocks down into two 
chests which are light enough to be moved by a 
medical team, compact enough to be carried in 
a jeep, or light truck, and rugged enough to be 
safely parachute-dropped. On arrival, the ma- 
chine takes only five minutes tc assemble for 
use in Mobile Field and Evacuation Hospitals. 
It will operate anywhere : on community power 
lines if available, or using a companion port- 
able gasoline motor-generator. Picker X-Ray 
Corporation, 25 South Broadway, White 
Plains, New York, 
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"X-RAY 








FIVE MINUTES is all it takes to 
assemble the new Picker machine; 
no tools are needed. The lid of the 
long chest becomes the table front: 
other parts unfold into position or 
are attached in sequence. Packing 
members become operating parts. 


HORIZONTAL RADIOGRAPHY 
and fluoroscopy are equally easy. 
The unit will operate continuously 
for fluoroscopy at 5 MA, and will 
withstand storage conditions from 
50° below zero to 120° F. at humid- 
ity up to saturation. 


TABLE TOP SWINGS to vertical 
for fluoroscopy or radiography of 
upright patient. Sealed fluoroscopic 
screen is proof against warping or 
fungus invasion. Lead-rubber apron 
and gloves can be packed right into 
the same chest with the tu! 
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Tue LONG AUGUST NIGHT WAS HOT—but not as 
hot as the bitter fighting that raged about Agok, 
Korea, in the Naktong River area. Sergeant 
Kouma, serving as tank commander, was cov- 
ering the with- 
drawal of infan- 
try units from 
the front. Discov- 
ering that his 
tank was the only 
obstacle in the 
path of an enemy 
breakthrough, Sergeant Kouma waged a furi- 
ous nine-hour battle, running an eight-mile 
gantlet through enemy lines. He finally with- 
drew to friendly lines, but not until after his 
ammunition was exhausted and he had left 250 
enemy dead behind him. Even then, although 
wounded twice, he attempted to resupply his 
tank and return to the fighting. 





“A withdrawing action is not my idea of how 
Americans should fight.” says Ernest Kouma. 
“If we must fight, let’s be strong enough to take 


M/Set. Ernest R.Kouma 
| i Medal of Honor 


ms 


&. 


. S. Government does not pay for this adver- 

tisement. It is donated by this publication in 

cooperation with the Advertising Council and the 
Magazine Publishers of America. 





the offensive. In fact, if we’re strong enough, 
we may not have to fight at all. Because, now- 
adays, peace is for the strong. 


“So let’s build our strength—let’s build and 
build to keep a strong America at peace. That’s 
where you come in. You can help by buying 
U. S. Defense Bonds. Buy as many Bonds as 
you think you can afford. Then buy some more. 
It’s a far less painful sacrifice to build for 
peace than it is to destroy in war. And peace 
is what you're investing in when you buy 
Defense Bonds.” 


* = * 


Remember that when you’re buying bonds for national 
defense, you’re also building a personal reserve of cash 
savings. Remember that if you don’t save regularly, you 
generally don’t save at all. So sign up in the Payroll 
Savings Plan where you work, or the Bond-A-Month 
Plan where you bank. For your country’s security, and 
your own, buy Defense Bonds now! 


Peace is for the strong... 


Buy U S. Defense Bonds now! 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
RICHMOND 20, VIRGINIA 


Medicine: Surgery: 
ALEXANDER G. BROWN, JR., M.D. A. STEPHENS GRAHAM, M. D. 
MANFRED CALL, III, M.D. CHARLES R. ROBINS, JR., M.D. 
M. MORRIS PINCKNEY, M.D. CARRINGTON WILLIAMS, M.D. 
ALEXANDER G. BROWN, III, M.D. RICHARD A. MICHAUX, M.D. 
JOHN D. CALL, M.D. CARRINGTON WILLIAMS, JR., M.D. 
Obstetrics and Gynecology: 
WM. DURWOOD SUGGS, M.D. Urological Surgery: 
SPOTSWOOD ROBINS, M.D. FRANK POLE, M.D. 
Orthopedics: 
BEVERLEY B. CLARY, M.D. Oral Surgery: 
Pediatrics: GUY R. HARRISON, D.D.S. 
CHARLES P. MANGUM, M.D. 
ALGIE S. HURT, M.D. Roentgenology and Radiology: 
Ophthalmology, Otolaryngology: tag aiaeae ate M.D. 
W. L. MASON, M.D. oo > M.D. 
Pucholoas HUNTER B. FRISCHKORN, JR., M.D 
‘a 2 
REGENA BECK, M.D. WILLIAM C. BARR, M.D. 
Bacteriology: Physiotherapy: 
FORREST SPINDLE IRMA LIVESAY 
Director: 


CHARLES C. HOUGH 








One of America’s Fine Institutions . . 


Newdigate M. Owensby, M.D. 
Psychiatrist-in-Chief 
Specialist Certified by the American 
Board of Psychiatry and Neurology 


Willis T. McCurdy, M.D. 
Attending Physician 


J. Rufus Evans, M.D. 
Attending Physician 


Elizabeth Hancock 
Psycho-Therapist 


Atlanta Office 
384 Peachtree Street 





Dedicated to the Scientific Treatment of Nervous and Mental Disorders . 


.- Ina Setting of Inviting Friendliness and Simple Grace . . Elevation 1200 Feet 


BROOK HAVEN MANOR SANITARIUM 


STONE MOUNTAIN, GA. 
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TUCKER HOSPITAL, INC. 


212 West Franklin St. (Corner of Madison) 


RICHMOND, VIRGINIA 


This is a private Hospital for the Neuro- 
logical Practice of Drs. Beverly R. Tucker, 
Howard R. Masters and James Asa Shield. 


The Tucker Hospital is for the treatment 
There 


are departments of massage, medicinal exer- 


of nervous and endocrine diseases. 


cises, hydrotherapy and physiotherapy. The 
Hospital is large and bright, surrounded 
by a lawn and shady walks, large verandas 
and has a roof garden. It is situated in 
the best part of Richmond and is thoroughly 
and modernly equipped. The nurses are 


specially trained in the care of nervous cases. 








St. Elizabeth’s Hospital 
Richmond 20, Virginia 
STAFF 


Guy W. Horsley, M.D. General Surgery 

& Gynecology 
Leroy Smith, M.D. Plastic and General Surgery 
D. Coleman Booker, M.D. General Surgery 

& Gynecology 
Austin I. Dodson, M.D. Urology 
William J. Frohbose, M.D. Urology 
Douglas G. Chapman, M.D. Internal Medicine 
Elmer S. Robertson, M.D. ...._Internal Medicine 


Fred M. Hodges, M.D._____.. Roentgenology 
L. O. Snead, M.D. Roentgenology 
Hunter B. Frischkorn, Jr., M.D. ___. Roentgenology 
Randal A. Boyer, M.D. _....... Roentgenology 


Internal Medicine 
Medical Illustration 


George E. Snider, M.D. 
Helen Lorraine 


Administration 
WILLIAM SCOTT, Business Manager 


The operating rooms and all of the front bedrooms 
are completely air-conditione 


School of Nursing 


The School of Nursing is affiliated with The Johns 
Hopkins Hospital School of Nursing for a three- 
months’ course each in Pediatrics and Obstetrics. 


Address: Director of Nursing Education 














APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 

alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
year round climate for health and comfort. All natural curative agents are used, such as 

physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 

beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 

single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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BRAWNER’S SANITARIUM 


Established 1910 
Smyrna, Georgia (Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Illnesses, Drug and Alcohol Addictions 


JAS. N. BRAWNER, M.D., Medical Director 
ALBERT F. BRAWNER, M.D., Dept. for Men JAS. N. BRAWNER, JR., M.D., Dept. for Women 





—- high theophylline content, ready solubility 
— for rapid therapeutic effects in: 

powder 

suppositories Bronchial Asthma 


Paroxysmal Dyspnea 


d u ie i n Cheyne-Stokes Respiration 
. ° 
aminophyllin & 


(theophylline-ethylenediamine) 


H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 














OPTIMUM EFFICACY 








As shown in the Elvehjem table, Handbook of Nutrition, 
A.M.A., and uniformly confirmed elsewhere, Dried Brewers’ Yeast 
is a high natural source of thiamin, riboflavin and nicotinic acid. 


And brewers’ yeast supplies the other B complex factors in 
balanced amounts which must be had to round out the full 
Vitamin B needs both in medicine and nutrition. For this reason, 
Dried Brewers’ Yeast in animal tests, medical research and prac- 
tice, and nutrition is as yet the world's standard for the full 
Vitamin B Complex. 


VITA-FOOD Red Label and VITA-FOOD Green Label Dried 
Brewers’ Yeasts more than comply with the standard for Dried 
Yeast—Brewers’, including assay, analysis and bacterial count, in 














the 14th Revision of-the U. S. P. 


VITAMIN FOOD CO. INC. 


187 Sylvan Avenue Newark 4, N. J. 
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CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, ROUTE 10, BOX 288 
For the Diagnosis and Treatment of Mental and Nervous Diseases 





Located on the Raleigh-LaGrange Road, five miles east of the city limit 
—accessible to U. S. Highway 70 (Bristol Highway ) 

Situated on a sixty-six acre tract of wooded land and rolling fields, the 
environment is conducive to amelioration of the symptoms of emo- 
tionally disturbed patients 

Modernly equipped with adequate facilities for physical and hydro- 
therapy, electroshock, and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 
Adequate nursing personnel assures individual attention to each patient 


The main building and hospital department of the Sanatorium is shown 
above 


FAIRFIELD 


Our convalescent home is lo- 
cated on the Sanatorium 
Grounds 
The home is especially de- 
signed and fitted for the 
care of elderly people. 
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Saint Albans Sanatorium 


RADFORD, VIRGINIA 
100-bed private psychiatric hospital for the diagnosis and treatment of nervous and mental 
disorders, including alcoholism and drug addiction. 


Fh sn dg ok J. L. Chitwood, M.D. Diplomates American Board of Psychiatry and Neurology 


W. T. Wingett, M.D. Medical Consultant J. K. Morrow, M.D. D. D. Chiles, M.D. 








ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm. of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 
Thoroughly modern in architecture and construction. Eight departments-—affording proper classification of i. 
All outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, canieaiinn 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 

















THE WALLACE SANITARIUM 


Memphis, Tennessee 


For the Diagnosis and Treatment of Nervous and Mental Diseases, 
Drug Addiction and Alcoholism. 
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Browne-McHardy Clinic 


i 
@ Diagnostic and Therapeutic ie ae oe, i 
Facilities . Pt 
@ Internal Medicine and 
Gastroenterology 
@ Surgery 
@ Gynecology and Obstetrics 
@ Radiology—xX-ray and 











Radium therapy Ad ; Th: Pe bs 
@ Laboratory and Research On itt S |- 
Departments 1 ty ! le h , 
@ Hotel facilities available = 








363 6 S$T¥. CHARLES AVENUE 
Phone UPtown 9580 e New Orleans, La. 

















Grom Our 


WESTBROOK 
PORTFOLIO 


A private psychiatric sanatorium 
employing modern diagnostic and 
treatment procedures—electro 
shock, insulin, psychotherapy, occu- 
pational and recreational therapy— 
for nervous and mental disorders 
and problems of addiction. 











This view of the Administration Building is typical of 
the restful beauty of the Westbrook 125-acre estate. 








>— 


WESTBROOK WESTBROOK SANATORIUM 


PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 
S A N Wake) 1° | U M Staff: President Associate 
EST.I9II REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 
Medical Director Associate 








P. O. Box 1514. RICHMOND, VIRGINIA Phone 5-3245 
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Water-soluble - Pleasant-tasting ° Easy-to-use 


To meet your requirements for All three of Mead’s “Vi-Sols” are 

different vitamin combinations formulated and manufactured 

for drop dosage, Doctor, Mead’s with the meticulous care and sci-: 
has 3 palatable liquid vitamin _ entific control that have always 

preparations—POLY-VI-SOL, characterized Mead’s vitamin 

TRI-VI-SOL and CE-VI-SOL. —_—_—_—s products. 





Vitomin A | Vitamin D | Ascorbic Acid | Thiamine | Riboflavin | Niacinamide 


POLY-VI-SOL | 5000 1000 





50 mg. 1 mg. | 0.8 mg. 5 mg. 








each 0.6 cc. supplies units units 
TRI-VI-SOL 5000 1000 50 mg. 
each 0.6 cc. supplies units units 
CE-VI-SOL ona 


each 0.5 cc. supplies 





























AVAILABLE IN 15 AND 50 cc. BOTTLES WITH CALIBRATED DROPPER 


MEAD JOHNSON & CO. 
EVANSVILLE 21,9ND., U.S. A. 











these photographs show 
a most effective way to treat 


sore throat 


Instilled intranasally, Paredrine-Sulfathi- 
azole Suspension drifts down over the 
nasopharynx and pharynx; coats infected 
areas with a soothing, bacteriostatic frost- 
ing. It is not quickly washed away, but 
clings to the throat for hours—assuring 
Pharynx before administration of prolonged bacteriostasis. The Suspension 
Paredrine-Sulfathiazole Suspension is particularly effective in sore throat 
when instilled on retiring. Frequently, it 
produces bacteriostasis (and analgesia) 
all night long. 





Smith, Kline & French Laboratories, 
Philadelphia 


Paredrine- 
Sulfathiazole 
Suspension 


After the intranasal instillation of Vasoconstriction in minutes eee 
Paredrine-Sulfathiazole Suspension . : 
l Bacteriostasis for hours 





A suspension of ‘Micraform’ sulfathiazole, 5°;, in an isotonic aqueous medium with ‘Paredrine’ 
Hydrobromide (hydroxyamphetamine hydrobromide, S.K.F.), 1°); preserved with ortho- 
hydroxyphenylmercuric chloride, 1:20,000. ‘Paredrine’ and ‘Micraform’ T.M. Reg. U.S. Pat. Off. 








for 
prophylaxis and 
therapy of 
deficiency disease 


“The possibility that deficiency diseases may 
develop in chronically ill patients must be 
anticipated by the physician, so that effective 
prophylaxis or therapy may be instituted.”* 


Anorexia, restricted diets, impaired absorption and utilization of 
nutrients, fever, and infection predispose to the development of 
deficiency diseases in long-term illness. Since “... deficiency diseases 
are seldom due to the inadequate ingestion of only one vitamin... 


the necessity for balanced multiple vitamin therapy is accepted ... .”* 


Prescribed in chronic illness, ABDEC Kapseals provide the balanced 
multiple vitamin combination of water-soluble and fat-soluble 
factors required for prevention and correction of deficiency diseases. 


dosage: each ABDEC Kapseal contains 
For the average patient, one Vitamin A A 10,000 U.S.P. units 
ABDEC Kapseal daily; during Vitamin D : 1,000 U.S.P. units 
pregnancy and lactation, two Mixed Tocopherols (Vitamin E factors) . 5 meg. 
Kapseals daily. Three Kapseals Vitamin B; (Thiamine Hydrochloride) . 5 meg. 
daily are suggested in febrile ill Vitamin Bz: (Riboflavin) . . . . . . Smeg. 
nesses, for preoperative and post Vitamin Bs (Pyridoxine Hydrochloride) 1.5 mg. 
operative patients, and in other Pantothenic Acid (as the Sodium Salt) . 5 mg. 
conditions in which vitamin defi- Nicotinamide. coeevwsn « ws « OO 
ciencies are likely to occur. Vitamin C (Ascorbic Acid) © © © © oc TERME. 





*Cayer, D.. in Kyser, F. A.: Therapeutics 
in Internal Medicine, New York, Thomas 


Supplied in bottles of 50, 100, 250 and 1000. Nelson & Sons, 1950, p. 289. 


PARKE, DAVIS & COMPANY 





